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Durkheim also makes a great deal of the diagnosis 
of monomania. On this he is surprisingly behind the 
times as by 1897 the term was totally out of date. 
It had been popular during the first half of the 
century (Linas, 1871; Kageyama, 1984; Berrios, 
19854) but the term came increasingly under attack 
(Falret, 1854) and by the 1850s its death knell had 
been sounded (Annales Médico-Psychologiques, 
1854). The impression is given that Durkheim chose 
to deal with 19th-century French psychiatry (from 
Falret pére to Brierre) as if no change had taken 
place. This interpretation is reinforced by his use of 
the word ‘maniacal’ (‘maniaque’) in an almost 
pre-19th century sense. By 1897 the term “manie was 
being used, both in France and abroad, exclusively 
to refer to the elated phase of the bipolar disorder 
(i.e. its modern sense); the switch from the old to 
the new meaning having taken place in the 1850s 
(Berrios, 1988a; Ritti, 1884). Equally idiosyncratic, 
in relation to official usage among his contempo- 
raries, are terms such as ‘obsessif’ and ‘inpulsif’ 
(Berrios, 19852); and also ‘neurasthénie’, which 
Durkheim strangely defines as a ‘sorte de folie 
rudimentaire’ (p. 33). 

All this must have sounded quaint in 1897. No 
wonder that Le Suicide was not reviewed in the 
Annales Médico-Psychologiques, L'Encephale or 
Revue Psychiatrique, the three great French 
psychiatric journals of the day, or indeed in medical 
journals such as Gazette des Hopitaux (‘La Lancette 
francaise"). It was reviewed in the Journal of Mental 
Science but the anonymous writer (1898) limited 
himself to listing Durkheim's main claims. Durkheim 
was not mentioned either in a major symposium on 
suicide chaired by Thomas Clouston at the Edinburgh 
British Medical Association meeting a year later, 
which included a contribution by Morselli (British 
Medical Association, 1899). 


Durkheim's views on 
19th-century French views on suicide 


Durkheim's interpretation of the views on suicide 
held by French alienists were part of his general 
argument. To be sure, he accepted the view that some 
cases were due to insanity: *'there is no individual 
state, except insanity, which may be considered a 
determining factor of suicide'' (p. 322); there is ‘‘a 
definitive and automatic tendency" (p.103) to 
suicide in insane subjects. He was also prepared to 
accept that this tendency resulted from brain patho- 
logy, and that this might give rise to manic, 
melancholic, obsessive, and compulsive types of 
suicide. These reasonable views were, however, an 
early casualty of his sociological stance which 


demanded general explanations: ‘individual qualities 
can play a role [in determining the suicide rate of 
a society] only if they exist in all persons. For strictly 
personal ones or those of only small minorities are 
lost in the mass of the others . . .”” (p. 320) (our 
emphasis). 

The issue of how many cases of suicide were in 
fact due to insanity, was then, as it is now, an 
empirical one. But Durkheim decided to make use 
of a non-empirical methodology to prove that the 
majority of suicides were not insane. Firstly, he dealt 
with the issue of what French psychiatrists had to 
say on suicide by suggesting that all held an 
'absolutist' view, and by omitting to mention the 
voice of the *moderates' stating that not all suicides 
were pathological. Secondly, he attacked non- 
existent enemies in the shape of claims made up to 
60 years before his book! (An example is his criticism 
of monomania, p.60). Thirdly, he distinguished 
between sane and insane suicides according to 
whether or not a ‘motive’ was present: ‘‘all suicides 
of the insane are either devoid of any motive or 
determined by purely imaginary motives’’ (p. 66). 
Yet, earlier on, in his operational definition of 
suicide, he had rejected ‘motives’ as unscientific 
concepts. He had therein included, however, ‘‘volun- 
tary deaths inspired . . . by religious faith . . . 
and political conviction" (p. 67); so, he made it easy 
for himself to rule out the view that the majority of 
(or all) suicides were pathological. However fertile 
this definition migh: have been for sociological 
theory (it led, for example, to the development of 
the concept of 'altruistic suicide"), it precluded a fair 
analysis of the ‘psychiatric hypothesis’. 

In addition to dismissing a priori the ‘psychiatric 
hypothesis’, he resorted to dubious tactics. For 
example, he introduced into the discussion clinical 
concepts which were, at the time, either obsolete (e.g. 
mania in the pre-19th century sense and monomania) 
or untrue (the existence of a putative continuum 
between insanity and neurasthenia); and then 
proceeded to draw fallacious conclusions. His 
regressive usage of the category ‘‘maniacal suicide” 
(p. 63) to refer to ‘‘hallucinations and delirious 
conceptions (i.e. delusions)” is also surprising, the 
more so since Ritti (1884) (from whom he is likely 
to have borrowed it) had already used ‘maniacal 
suicide’, 12 years earlier, to refer to cases with 
"excitement of mental functions, as it is observed 
in the agitated phase of the madness with a double 
form (i.e. folie à double forme)” (p. 308). Durkheim 
also rehearsed, in a rather convoluted manner, a 
claim made by Brierre de Boismont (1856) 31 years 
earlier: *'Since the suicides of insane persons do not 
constitute the entire genus but only a variety of it, 
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the psychopathic states constituting mental alienation 
can give no clue to the collective tendency to suicide 
in its generality” (p. 67). Quite so, but it could be 
asked, on what empirical or conceptual grounds was 
the need for the hypothetical construct 'collective 
tendency! based? 

Durkheim's logic becomes tortuous in the next step 
of his argument, when he tries to draw conclusions 
from clinical hypotheses he himself had made up: 
“But between mental alienation properly so-called 
and perfect equilibrium of intelligence, an entire 
series of intermediate stages exist; they are various 
anomalies usually under the common name of 
neurasthenia" (p. 67) (our emphasis). Both claims 
are absolute fantasy. No alienist at the time had 
suggested such continuity hypothesis between the 
psychoses and the neuroses, nor did a clinical 
definition of neurasthenia exist which made it into 
a ‘‘common name" for anything (Carlson, 1970; 
Chatel & Peel, 1970; Sicherman, 1977; Di Mascio, 
1986). 

Durkheim's argument becomes even more entan- 
gled: '*if a deep affection of the nervous system is 
enough to create suicide, a lesser affection ought to 
exercise the same influence to a lesser degree. 
Neurasthenia is a sort of elementary insanity; it must 
therefore have the same effects in part. It is also a 
much more widespread condition than insanity; it 
is even becoming progressive more general. . . . 
Besides, neurasthenia may reasonably predispose to 
suicide" (pp. 67-68) (our emphasis). This argument 
makes little sense, both clinically and logically. One 
has no cause to accept any of his conclusions, for 
neither of the premises is correct: neurasthenia was 
not an attenuated form of insanity (López Pifiero, 
1983); there was no reason to believe that all forms 
of insanity, of whatever degree, were necessarily 
linked to suicide; indeed 19th-century French alienists 
were at pains to show that only some forms of 
insanity (e.g. melancholia) were so linked; so, even 
if neurasthenia were **an elementary insanity’’, there 
was no reason to believe that it ought to have the 
‘same effects in part”. 

His final conclusion is one that very few of the 
French alienists he quoted (in fact most were already 
dead) would have taken issue with: ‘‘Thus no 
psychopathic state bears a regular and indisputable 
relation to suicide . . .”’ (notice, the force of this 
claim relates to a necessary nexus between types of 
insanity and suicide, not to total numbers or 
proportions) . . . **A society does not depend for 
its number of suicides on having more or fewer 
neuropaths or alcoholics . . ." (notice, here 
Durkheim is shifting his grounds from necessary 
nexus, to proportions argument). . . Although the 


different forms of degeneration are an eminently 
suitable psychological field for the action of the 
causes which may lead a man to suicide, degeneration 
itself is not one of these causes . . .”’ (Esquirol would 
have agreed with this sentiment, i.e. that mental 
disorder itself was socially determined) . 
“Admittedly, under similar circumstances, the 
degenerate is more apt to commit suicide than the 
well man; but he does not necessarily do so because 
of his condition". Quite so, but for this argument 
to be acceptable necessarily must be used here in its 
logical sense: if so, it is an overkill, for could one 
predicate of the very social forces that Durkheim 
identified as relevant to all suicides, that they were 
logically necessary? Is it not the case that the 
adjective ‘necessary’, in its strong, logical sense, has 
little application in the social sciences? Durkheim 
concluded: ‘‘This potential of his [the degenerate] 
becomes effective only through the action of other 
factors which we must discover" (p. 81). 


19th-century French psychiatric views on suicide 


Psychiatric views on suicide in 19th-century France 
are intimately connected with those on insanity and 
its diagnosis. These included the debate on total 
versus partial insanity, on the clinical existence of 
non-intellectual insanities (i.e. emotional and voli- 
tional) (Berrios, 1987, 19885), on the notion of 
monomania that Esquirol created as a temporary 
compromise, and on the assumed need to ‘medicalise’ 
suicide in order to protect the families of suicidal 
persons from religious and legal difficulties. 

As Lanteri-Laura & del Pistoia (1970) have 
observed: ‘‘at the end of the eighteenth century, 
however, [suicide] ceased to be condemned on the 
basis of religiously inspired tradition: the seculariza- 
tion of law no longer made it logical to punish it as 
a revolt against God. Nevertheless, it remained a 
shocking act; psychiatry was invited to take charge of 
it, since society still regarded it as a threat to 
established order" (pp. 324-325). More recently, 
McManners (1981) has shown that the 18th-century 
French debate on suicide was as lively as it was to 
be in the century that followed. He also shows that 
the severe laws against completed suicide were in fact 
rarely enforced, as they caused as much trouble to 
the enforcers as they did to the families of the 
deceased. A number of quasi-official evasive path- 
ways were therefore resorted to, which calls into 
question the view that medics were under pressure 
to diagnose insanity in all cases (pp. 409-437). 

Confusion still reigns among scholars (Blondel, 
1933; Ey, 1950) with regard to the way in which these 
various issues were argued about, particularly the one 
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related to the pathological nature of all suicidal acts. 
This results from anachronistic reading of the 
writings of Falret (père), Esquirol, Georget, 
Griesinger, Baillarger, Etoc-Demazy, and other 
alienists of the period. 

To set the scene a conceptual baseline must be 
drawn for views on suicide at the end of the 18th 
century. As often, nowhere is this better expressed 
than in the Encyclopédie Française (Diderot & 
d'Alembert 1754). In his short entry, Diderot stated 
that the imputation of suicide should depend upon 
the ascertainment of the mental state (‘situation 
d'esprit"). Subjects are unimputable when they are 
found to be suffering from a brain disorder (‘cerveau 
dérange") depression (‘tombe dans une noire 
melancolie), or delirium ('phrenésie). So, the 
French doctrine up to this point was that only some 
of those who kill themselves were mentally ill. The 
fact that these were not declared ‘felo-de-se’ indicates 
that a cause-effect relationship might have been 
intended. 

This view was also prevalent in other European 
countries. In England, Burton (1790), sometime a 
fellow of Trinity College, Cambridge, went further 
in his effort to establish the difference: “where ten 
destroy themselves through insanity, hundreds destroy 
themselves coolly and deliberately . . ." (p.15). 
Because, in spite of this, most are declared insane, 
he accuses juries of venality: ‘for in these instances, 
a state of lunacy becomes a matter of purchase... 
thus it generally happens that the result of all these 
public inquiries into the cause of voluntary death is 
a state of lunacy; which implies that no one can in 
the full possession of his senses, resolutely and 
deliberately destroy himself" (p. 16). Bayet (1922) 
was to make similar suggestion with regard to the 
situation that obtained in France around the same 
period. 

Likewise, Moore (1790), also from Trinity College, 
in his magnificent two-volume book on suicide, 
wrote: *'that suicide implies no necessity of an 
absolute and permanent madness is agreed on all 
hands” (p.326), and ''suicide, then, whether 
deliberate or precipitate, no more ‘necessarily’ 
implies madness or lunacy than every ocher great 
crime can be said to do. . .” (p. 329). And even in 
the case of known madness, he claims, there might 
be imputability. Blackstone (1775-79) commented: 
«if a lunatic can be proved to have committed suicide 
during a lucid interval he is adjudged in the eye of 
the law a felo-de-se”’ (p. 326). 

The sober view that only a proportion of persons 
who committed suicide was mentally ill was, as 
Rosen (1975) has shown, widespread during the 18th 
century. Indeed, it was to continue during the 


following century in spite of the fact that alienists 
came under increasing pressure to declare all suicides 
as insane. The main debate during the 19th century, 
however, related to whether or not suicidal behaviour 
had a biological basis (e.g. brain localisation) 
(Voisin, 1882; Krugelstein, 1841). This issue became 
particularly salient towards the end of the century 
when, under the influence of degeneration theory, 
a number of abnormal behaviours, including suicide, 
were considered as stigmata of degeneration (Saury, 
1886, pp. 8-9). 


The absolutists 


Cazauvieilh 


During the 19th century there were, however, some 
whose views approached the caricature drawn by 
Durkheim. One of these was Cazauvieilh (1840) in 
his work on rural suicide. A disciple of Esquirol, and 
organicist au outrance, Cazauvieilh had already 
contributed to the literature with an important study 
on the psychiatry of epilepsy (Berrios, 1984). After 
leaving La Salpétriére, he worked in various 
provincial hospitals until he settled in the asylum of 
Liancourt-Oise. He reported in his book cases from 
four regions: Gironde, Landes, Seine, and Oise. 
Cazauvieilh put forward an extreme view: there were 
three types of suicide, and all related to psychiatric 
disorders. In the purest Faculty of Psychology 
tradition, he listed suicides resulting from disorders 
of thought, affection, and volition (délire de 
intelligence, affections, and actions). Real suicides 
he defined as acts accompanied by willingness and 
clear consciousness. He considered as accidental all 
deaths in the insane when there was no formed intent 
to die. Defending a concept of monomania that at 
the time was already being called into question (p. V) 
he dealt with both suicide and homicide as related 
acts. His organic views are also clear and he reports 
16 post-mortem studies in an attempt to elucidate 
the localisation of suicidal behaviour: ‘‘siege de 
l'organe dont les souffrances portent au meurtre de 
soi-meme . . ."' (p. 175). 


Bourdin 


Another defender of the absolutist view was Bourdin 
(1845). Although not an alienist, he had already 
written on catalepsy and alcoholism in 1841 and 
1842, respectively. His book on suicide he dedicated 
to Lélut. His views were that suicide was always a 
monomania, and on this he was more popish than 
Esquirol, the pope himself, his argument being that 
“frequently, suicide was the earliest manifestation 
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of monomania" (p. 8); thus the view that suicide was 
not pathological was based on an "incomplete 
observation" (p. 7). He complained that legislators 
and philosophers ‘‘have attached an idea of crimina- 
lity, or at least of imputability, to the act of suicide" 
(p. 20); and goes on to say: “‘If I showed that suicide 
constitutes a real disease, that all its aspects, when 
considered in themselves and in their relationship and 
origins, are no different from the array of ordinary 
symptoms [of mental illness], I would have freed 
suicidal individuals from all culpability . . .” (p. 21). 
Bourdin's is a rather rambling work, historical and 
sententious, and well behind its time in terms of 
clinical argument, and analysis of case series. 

On this, Bourdin's book is redolent of a contempo- 
rary English piece by Forbes Winslow (1840), equally 
meandering, literary, and absolutist in its clinical 
stance. Winslow accepted, however, the existence of 
the emotional insanities (p.228) and was more 
positive, particularly in his recommendations for the 
assessment of the circumstances of the suicidal act. 
These recommendations, which reflected an extensive 
forensic practice, included inquiring into the mental 
state of the victim ‘‘for some time prior to the act’’; 
ascertained of eccentricity of behaviour, of ‘‘any 
antecedent physical or neurological symptomatology, 
and of impulsive behaviour” (p. 235). These rules 
were to be of practical use to English alienists who 
were being increasingly asked, for example by the 
Metropolitan Police, to assess attempted suicide cases 
(Anderson, 1987, p. 393). 


Durkheim's version of Esqulrol’s views 


Durkheim claimed that all 19th-century psychiatric 
opinion on suicide was as absolutist as Cazauvieilh’s 
and Bourdin’s, and identified Esquirol as being 
responsible for this trend: ‘‘According to him: 
*suicide shows all the characteristics of mental 
alienation’ . .. ‘a man attempts self destruction only 
in delirium and suicides are mentally alienated’ "' 
(p. 58, English translation). Durkheim’s choice of 
quotation is interesting. The sentence before the three 
dots is, in fact, part of a larger statement: ‘‘suicide 
shows all the features of mental alienation of which 
it is but a symptom. There is no need to search for 
a special brain site for suicide as it can be found 
associated with all kinds of clinical situations being, 
as it is, secondary to both acute delirium and to the 
chronic delusional states; post-mortem studies have 
not thrown much light on the subject" (Esquirol, 
1938, p. 639). This quotation, taken by Durkheim 
from the 1838 book, is in turn a modified version 
of a sentence which appeared in an earlier essay 
(Esquirol, 1821): ‘‘this phenomenon is observed in 


the most varied circumstances . . . and affected by 
the same uncertainties that affect mental illness; 
doubtless suicide is idiopathic, but frequently it can 
be secondary" (p. 269). 

Although it is clear that between 1821 and 1838 
Esquirol hardened his position, his later views were 
not as absolute as Durkheim presented them. For 
example, when discussing treatment, Esquirol (1838) 
stated: ''suicide is an act secondary to severe 
emotional upheaval (délire de passion) or insanity 
(folie) . . . treatment should rest on the understanding 
of causes and determinant motives of suicide” 
(p. 655). It is unlikely, therefore, that for Esquirol 
suicide was always a form of monomania; indeed, 
it is unlikely that it was always a form of insanity. 
A recent interpretation of Esquirol’s view has also 
given him the benefit of the doubt (Blondel, 1933). 
This author makes the important point that although 
Esquirol might have claimed that most suicides 
entailed some sort of abnormal or upset state of mind 
during the commission of the act, the great French 
alienist was only too aware that social factors (rather 
than endogenous ones) might cause it (pp. 33-56). 
Blondel accuses Esquirol's successors of having 
hardened his view by neglecting to consider the role 
of social factors (p.55). Giddens (1965) also 
considered Esquirol's views as more flexible than 
Durkheim's version of them, and Bastide (1972) has 
pointed out that Durkheim did not bother ‘‘to apply 
the concept of anomie to mental disorders, since he 
thought they were due to purely physiological or 
psychological factors” (p. 17). 

Interpretation of what Esquirol really said is 
bedevilled by the ambiguous meaning of a number 
of French clinical concepts: aliénation mentale, folie, 
délire de passion, and symptomatique. A detailed 
analysis of French psychiatric nosology at the 
beginning of the 19th century is unfortunately 
beyond the scope of this paper. Very briefly, 
however, the word ‘folie’ was a generic term used 
to refer to various states of madness and hence to 
long-lasting diseases. Things are more complicated 
in relation to *délire', which has no direct English 
rendition. Untold confusion has been caused from 
the beginning of the 19th century by translators 
rendering it into the English term ‘delirium’. It is true 
that one of its meanings is, indeed, ‘delirium’ (as in 
organic brain syndrome) but more often than not it 
refers to a state of temporary dislocation of 
psychological function affecting intellect, motility or 
affect (delusion) (Esquirol, 1814). (Hence, its 
presence does not necessarily indicate a diagnosis of 
folie or madness.) 

Spaulding and Simpson (the English translators 
of Durkheim) rendered ‘délire as ‘delirium’ 
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throughout, thus creating unnecessary confusion. In 
the case of 'délire de passion', the meaning is 
somewhat clearer. Esquirol (1814) believed that 
‘délire’ could follow a major emotional upheaval, 
and wrote: ‘‘passions [i.e. emotions] can so affect 
our sensations, ideas, judgments and decisions that 
it is not surprising that violent excitement may cause 
‘délire’: in this case it is sudden in onset and short 
lived; it can also be the lingering product of lasting 
emotions [passion chronique]”’ (p. 255). Thus, the 
net clinical result is ‘délire de passion’. which was 
a temporary emotional upheaval, usualy following 
a social or personal crisis, but which did not entail 
the presence of a disease (i.e. a ‘folie’). (On the role 
of the passions in the aetiology of mental disease — 
see Berrios (1985b).) 

It would seem, therefore, that Esquirol was saying 
that during the suicidal act the individual was always 
in an altered mental state; but that this could be only 
the expression of a short-lived emotioncl upheaval, 
and not of insanity. This interpretation is shared by 
Blondel (1933): ‘‘it is a fact that madmen kill them- 
selves and that such suicides are pathological. It is 
a different fact that men said to be normal also kill 
themselves. But they are not normal in the moment 
of the act. They only do it under the effect of a strong 
emotion . . ."' He goes on to say: *'this disorder of 
the emotions that Esquirol makes the basis of his 
second category of suicide can be precipitated by life 
events and the tendencies of individuals . . ." 
(pp. 42-43). This interpretation is reinforced by the 
view, expressed by Esquirol himself, thet the treat- 
ment of suicide must focus on the subject's *motiva- 
tions and reasons'. 


Other moderate French voices 


Brierre de Boismont 


It is not only Esquirol who held moderare views on 
what Halbwachs (1930) was to call a century later 
“the psychiatric thesis’’. Brierre de Boismont (1856) 
also presented a well-balanced view of the association 
between insanity and suicide. Although Durkheim 
mentions this book, he totally ignores Brierre de 
Boismont's repeated claims that ''suicide is not 
always evidence of mental illness’’ (p. 135) or ‘‘the 
disease of spleen, when accompanied bv tendency 
to suicide, cannot be considered as a variety of 
mental illness unless it is accompanied by a disorder 
of emotions or thinking. To make such state yet 
another form of insanity is to justify the reproach, 
oft-times addressed at alienists, that they see their 
fad everywhere . . . Spleen has more social than 
personal origins” (p. 181). 


Lisle 


Lisle's work was published the same year (1856) as 
Brierre's, and achieved equal popularity. A disciple 
of Leuret, his book had won the coveted Imperial 
Academic of Medicine Prize in 1948. He recognised 
that both Brierre and Étoc-Demazy were on his side 
and attacked Esquirol whom he interpreted (wrongly) 
as defending the absolutist view. He claimed that 
Esquirol’s shift in position from moderate to absolu- 
tist was because he had always worked in a mental 
hospital and had lost his sense of proportion. He 
reduces ad absurdum the view that all suicide is 
madness by saying that a similar argument should 
apply to homicide. He also attacked Falret for 
inventing the notion of ‘melancolie suicide’ and made 
fun of him by claiming that perhaps all the classical 
suicidal heroes were at the time suffering from 
melancholia! He dismissed Bourdin's work as an 
insignificant book whose main aim was to propagate 
the doctrine of monomania. More importantly, he 
criticised his method of reasoning by induction, i.e. 
of trying to demonstrate a point of view from 
theoretical premises without resorting to empirical 
evidence. He concluded by denying the existence 
of a suicidal monomania in cases when suicidal 
behaviour is considered as the evidence for the 
disease. He claims that if the clinical facts are 
Observed, the view that all suicides are pathological 
would soon be dispelled. 


Bertrand 


Yet another defender of the moderate view was 
Bertrand (1857) who wrote from a religious perspec- 
tive. His book, also awarded a prize in 1848 by 
the Imperial Academy of Medicine, received the 
imprimatur of Gousset, then Archbishop of Reim, 
and was well known abroad, including the US 
(Kushner, 1986). Bertrand, predictably, started by 
saying that suicide is an act against God, family, and 
fatherland. He believed that moral freedom must be 
preserved at all costs, and this led him to accuse 
Bourdin of believing that man was like a clock, and 
paradoxically, to deny the view that all suicides must 
be the result of madness. He quoted Étoc-Demazy 
in his claim that lucid suicide does exist and 
concluded that *'to put forward the view that all 
suicides are the result of mental alienation, and hence 
not imputable, is a dangerous and serious mistake 
which can give rise to undesirable moral conse- 
quences” (p. 56). Predictably he went on to suggest 
that behind the increase in suicide rates there was 
a relaxation in religious belief (p. VIT). As secondary 
causes he lists age, marital state, constitution, sex, 
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heredity, climate, profession, season of the year, 
education, and presence of chronic disease. He 
interestingly differentiated between acute and chronic 
suicide, and among the latter he includes alcoholism 
and debauchery (this about 100 years before 
Menninger's book Man Against Himself!). He also 
makes the important point that not all insane who 
kill themselves are actually suicidal (p. 205). Mono- 
maniac suicide is rare; melancholic suicide common; 
melancholia is a psychological state. 


Étoc-Demazy 


Étoc-Demazy's views are expressed both in his book 
of 1844, and in a follow-up paper he published in 
1846 to deal with Bourdin's book. Etoc-Demazy 
confessed that he had never been able to reach an 
absolutist conclusion, and that in his opinion not all 
suicides can be the result of mental illness. He 
criticised the definitional, a priori approach taken 
by Bourdin, and developed further the notion of 
“aberration morbide passagère” (p. 347), a continua- 
tion of Esquirol’s ‘‘délire de passion’’. He rejected 
the need to make suicide into a disease, and 
concluded: ‘‘the insistence with which some authors 
want to consider suicide as a form of mental 
alienation, stems from an exaggerated human fond- 
ness for life’’ (p. 362). 


Discussion and conclusions 


Why was not Durkheim aware of, or more sensitive 
to, the existence of the moderated view? After all, 
the question of whether normal people killed them- 
selves had been thoroughly debated by 19th-century 
French alienists as attested by the many papers 
published in learned journals during this period. It 
is a fair representation of the historical facts to state 
that what has been called here the *moderate view", 
i.e. that alienation only accounted for a number of 
suicides, was the accepted wisdom during this period. 
This is clearly stated, for example by Westcott (1885) 
who also lists Blandford, Leuret, Gray, Bucknill and 
Tuke, Dabadie Des Etangs, and Littré as supporting 
it. Morselli (1881), whom no one could accuse of 
softness (Guarnieri, 1988), in a book quoted by 
Durkheim, expressed a similar sentiment: ‘‘just as 
madness may go on without any attempt at suicide, 
so the suicidal determination is formed in the 
healthiest of minds, which then carry it out with the 
coolness inspired by the most perfect logic” (p. 272). 
Brouc had discussed as early as 1836 suicide as a 
“social event", and Legoyt (1884) in his state-of-the- 
art article on suicide went as far as discussing the 
very social variables that played such an important 


role in Durkheim's argument. In his assessment of 
the controversy during the second half of the century, 
Viallon (1901-1902) restated that Étoc-Demazy, 
Cerise, Belhomme, Chereau, Palmer, and Gray ‘‘had 
reacted with force against” the absolutist theory; Pilcz 
(1908) agreed with Kraepelin that only 30% of suicides 
seem to be related to diagnosable mental illness; and 
Serin (1926) concluded, after a detailed survey, that 
“a third [of suicides] were conceived and executed 
in the absence of psychopathology” (p. 358). 

Durkheim’s enormous contribution to the under- 
standing of suicide cannot be called into question. 
In view of this, it could be said that it matters little 
whether or not he understood the psychiatric view. 
But from the point of view of sociology of knowledge, 
and the more practical one of preventing further 
misunderstanding among current readers, it is impor- 
tant to put the record straight. It is clear that the 
‘psychiatric’ hypothesis, particularly the ‘moderate’ 
view, was an important obstacle to developing a 
sociological account of suicide, and that, to rule it 
out of court, Durkheim had no hesitation in resorting 
to techniques and arguments which, when compared 
with the high quality of the rest of his methodology, 
cannot but look suspicious. These included a biased 
choice of texts, neglect of the moderate view, choice 
of obsolete psychiatric terms, distortion or outright 
invention of psychiatric views which then he pro- 
ceeded to demolish. All these idiosyncrasies could 
even be explained away as being part of the cut and 
thrust of academic debate, were it not because he 
seriously misrepresented the views of many moderate 
French alienists whose reputation deserves better. 
Even more important than this is the fact that, by 
playing down the psychiatric explanation, he drew 
attention away from the sufferers themselves, and 
from the only practicable way of improving their 
predicament. 
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Review Article 


Depressive Illness in Multiple Sclerosis 
Clinical and Theoretical Aspects of the Association 


G. E. BERRIOS and J. I. QUEMADA 


The present state of knowledge of the possible relationship between depressive illness and 
multiple sclerosis Is described. Problems of the research methodology are identified and 
suggestions made for useful areas of inquiry. 


Multiple sclerosis (MS) is a common d2myelinating 
disease variously attributed to abnormal fatty 
metabolism, viral infections, and immunological 
reactivity to brain antigens (McDonald & Silberberg, 
1986; Kurtzke, 1988). Pathological changes include 
early infiltration of perivascular space by lympho- 
cytes, plasma cells and macrophages, and destruction 
of myelin by lipolytic and proteolytic enzymes. The 
resulting lesions are patches of demyelination and 
white matter gliosis (Allen, 1984). Breakdown of the 
blood-brain barrier occurs during the acute episodes. 
In spite of advances in immunological (Lisak, 1986) 
and imaging diagnostic techniques (Paty et al, 1988; 
Ormerod et al, 1987; Salloway et al, 1988), MS remains 
a subject for clinical diagnosis (Poser ef al, 1983). 

A variety of mental changes accompanies MS 
(Surridge, 1969; Ron, 1986; Fabian & Hillel, 1986; 
Ombredane, 1929). These are likely to result from 
neurobiological impairment (Honer ef al, 1987; 
Huber et al, 1987) and/or psychogenic reactivity 
(Baretz & Stephenson, 1981), and include cognitive 
deficit (Lyon-Caen et al, 1986; Jennekens-Shinkel & 
Sanders, 1986; Beatty et al, 1988), personality and 
affective disorder, ‘neurotic? symptoms, and oc- 
casionally, psychotic illness (Awad, 1933; Davison 
& Bagley, 1969; Kohler et al, 1988; Peselow et al, 
1981). 

Perception of the meaning and differential preva- 
lence of the mental symptoms has changed since the 
19th century (Berrios & Quemada, 1990). Earlier 
on, dementia and euphoria were considered the more 
salient symptoms; then attention shifted to hysteria 
(Brain, 1930), and more recently depression has come 
to the fore. These shifts are more likely to reflect 
observational biases, changes in the clinical nature 
of cohorts of patients, and the result of therapeutic 
intervention than any secular modificetion in the 
clinical presentation of the disease. 


Depressive Iiness and MS 


A review of this association is made difficult by 
changing fashions in the definition of depressive 
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illness. Currently, this includes only unipolar de- 
pression and the depressive phase of the bipolar 
disease. Earlier reports, however, encompassed 
categories such as ‘neurotic depression’, anxiety 
disorders, and even grief reaction. Fleeting depressive 
episodes, such as those occurring in rapidly cycling 
bipolar disorder, are difficult to ascertain (Kellner * 
et al, 1984). 

The diagnosis of depressive illness in MS is 
made difficult by the presence of behavioural 
phenocopies, i.e. disorders of experience or 
behaviour whose combination might resemble 
depression (Berrios & Samuel, 1987); these include 
disordered emotionality (Dalos et al, 1982; Warren 
et al, 1982), impaired cognition (van den Burg ef al, 
1987), personality change (Pratt, 1951), fatigue 
(Krupp et al, 1988), and psychosocial incompetence 
(Tan, 1986). 


Review of the literature 


The presence of depressive illness in MS has 
been described as an index of good prognosis 
(Schiffer, 1987); more often it hampers rehabili- ~- 
tation by undermining the sufferer's motivation. 
Prevalence studies of depression in MS are bedevilled 
by potential biases. These include representa- 
tiveness of samples (i.e. hospital v. community), 
period of the disease (early v. mature stage), 
sensitivity and validity of diagnostic instruments 
(which, as a rule, have been constructed to evaluate 
samples without neurological disease), and uncer- 
tainty where to draw cut-off points for severity of 
MS and of depression (i.e. determination of 
‘caseness’). 

Depression may appear before, during, and after 
the acute neurological episode. Pommé et al (1963), 
Mur et al (1966) and Crémieux et al (1959) reported 
cases of depression (and other mental disorders) 
occurring before the onset of neurological MS. 
Goodstein & Ferrell (1977) reported three patients 
who showed weight loss, decreased appetite, and 
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early morning wakening before neurological signs 
were present. Young et al (1976) added another two 
cases where depression appeared very early in the 
course of the disease. Matthews (1979) described two 
patients with a primary psychiatric disease that was 
also seemingly related to early MS. Whitlock & 
Siskind (1980) found 8 patients in a series of 30 with 
depression pre-dating MS. Tomsyck & Jenkins (1987) 
reported three cases in which depressive features were 
prodromal to MS. In the majority of these cases 
anxiety seems to have been a common feature. Joffe 
et al (1987) found that in 7 subjects, out of 42 with 
a history of major depression, the depression had 
preceded the onset of MS by more than two years. 

Depression often accompanies declared MS (Ross 
& Reitan, 1955; Sai-Halasz, 1956; Schiffer & 
Babigian, 1984) and most reports deal, in fact, with 
this temporal association. Earlier studies gave 


r^ prevalence figures of 10-12% (Wechsler, 1921; 


Cottrel & Wilson, 1926). Surridge (1969) reported 
a prevalence of 27%, Kahana ef al (1971) 6%, 
Whitlock & Siskind (1980) 46% (10% of severe 
cases), and Joffe et al (1987) 42%. Minden et al 
(1987) suggested that prevalence might be as high as 
54%. 

A number of studies deal with depression in the 
context of other affective disorders. For example, 
Rabins et al (1986) used the General Health 
Questionnaire (GHQ; Rabins & Brooks, 1981) to 
study emotional disorders in 87 MS patients. GHQ 
scores did not correlate with age, marital status, 
length of illness, neurological impairment or func- 
tional disability. The depression subscale of the GHQ 
correlated negatively with neurological dysfunction, 
and the anxiety subscale correlated negatively with 
disability and structural nervous system impairment. 
These negative correlations, however, just reached 
significance, and since there is no mention of 
Bonferroni correction, it is likely that they represented 
type I errors. 

Dalos et al (1982) reported a prevalence of 
emotional disturbance of 90% in patients with 
progressive MS, and of 39% in those with stable MS, 
but only 12% in a control sample of patients with 
spinal cord injury. They suggested that emotional 
disturbance may act as a precipitant of MS and 
not just be a reaction to the disease. They also 
noted that positive psychiatric findings during acute 
admissions may encourage the erroneous belief that 
emotional disturbance is a lasting feature of the 
disease. 

Joffe (1987) agreed with Rabins et al (1986), and 
suggested that there is no direct relationship between 
degree of functional disability and clinical disorders 
of mood. Against this, Whitlock & Siskind (1980) 


asserted that the degree of depression is related to 
the severity of the handicap. 


Therapeutic aspects 


There is little organised knowledge concerning the 
management of the affective disorder of MS. Indeed, 
most of the studies included in the present review 
do not mention treatment. Research is hampered by 
the kaleidoscopic nature of the disorder, and also 
by the fact that psychiatrists have limited access to 
adequate samples of MS patients. The time- 
honoured approach of dealing with each case on its 
merits is not very helpful, as the affective symptoms 
of MS often have a shifting and unconvincing 
quality. Thus, confronted with a combination of 
sadness, dysphoria, severe fatigue, but also good 
mood reactivity and occasional indifference or even 
euphoria, the clinician may hesitate over choice of 
treatment, or feel that the total clinical picture does 
not warrant a determined therapeutic effort. 

The symptom cluster described above (Berrios & 
Samuel, 1987) rarely responds well to conventional 
antidepressants or to ECT. While it is very ef fective 
when the depression of Parkinson’s disease or 
epilepsy is present, ECT seems to have a limited role 
in MS. Indeed, one of the authors (GEB) has seen 
two cases of significant neurological relapse after its 
use. 

Another form of affective disorder deserves 
mentioning. Often not recognised as such, it may 
include a combination of surliness, antisocial 
behaviour, increased alcohol abuse, and occasional 
promiscuity and intermittent attempts at suicide, with 
little evidence of sadness or anxiety. This is often 
wrongly interpreted as resulting from frontal lobe 
dysfunction and left untreated, or treated with 
neuroleptics. The latter have little effect; instead 
lithium or carbamezapine should be tried. 


Mechanisms underlying the depression of MS 


It is a common view that both organic and 
psychogenic mechanisms are in operation (Joffe ef 
al, 1987; Kahana et al, 1971) when MS is present. 
Whitlock & Siskind (1980) concluded that affective 
illness can herald or follow MS, and is likely to be 
secondary to cerebral involvement. They conceded 
that independent depressive illness may occasionally 
be triggered by MS. Rabins ef al (1986) declared in 
favour of an organic mechanism, on the basis of their 
finding that MS patients scored higher on the GHQ 
than did patients with stable spinal cord injuries (even 
though the latter were neurologically more disabled); 
that MS patients with brain lesions scored higher 
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than those with only spinal involvemeat; and that 
emotional disorder was related to the extent of 
neurological abnormality. 

The study by Rabins et al (1986) depends on the 
validity of the four GHQ subscales. These four 
factors, which accounted for only 48% of the 
variance in the original study, were obtained by 
factor-analysing a heterogeneous sample collected in 
a primary care setting (Goldberg & Hillier, 1979). 
Furthermore, the original finding has not been 
replicated nor is there evidence to support a direct 
extrapolation of this factor structure to patients with 
affective disorder and neurological disease. Rabins 
et al (1986) also assumed that depression, anxiety and 
social stress were orthogonal to one another, which 
was not the finding in the Goldberg & Hillier (1979) 
study. 

Schiffer ef al (1983) found that 15 patients with 
predominantly cerebral involvement showed a sig- 
nificantly higher number of depressive episodes 
than did 15 patients with predominantly spinal 
and cerebellar involvement. They cautiously 
concluded that: ‘‘The possibility remains, however, 
that the patients with more cerebral involvement 
were rendered more vulnerable to depressive 
disorders by MS or that depressive symptoms were 
8 clinical manifestation of subcortical demyelinating 
activity.” . 

Honer et al (1987) found predominant temporal 
lobe involvement in the magnetic resonance images 
of eight subjects with psychiatric disorder, five of 
whom were depressed. Schiffer & Babigian (1984) 
reported that, although MS patients and patients 
with temporal lobe epilepsy (TLE) had similar rates 
of psychiatric attendance, MS patients complained 
more often of depression; the authors concluded that 
this provided evidence for an organic origin. It is 
likely, however, that psychiatrists see TLE patients 
for some psychiatric problems other than depression 
(furthermore, episodes of affective disorder in TLE 
are short lived) (Tucker ef al 1986); so a direct 
comparison would lead to spurious results. 

Other authors have attempted to demonstrate 
that depression may be reactive to MS. Mclvor 
et al (1984) chose to study a sample of 120 spinal 
MS cases in order to exclude any central effects. 
They found that depression positively correlated 
with disability and duration of MS. The problem 
with the distinction between cerebral and spinal 
cases is that it is a clinical and not a neuropatho- 
logical classification; in other words, it does not 
rule out the existence of central plaques which 
may be neurologically, but not psychiatrically, 
silent (McKay & Hirano, 1967; Gilbert & Sadler, 
1983). 


Epidemiological aspects of the association 


Before effort is invested in unravelling the 
mechanisms involved in the association between MS 
and depression, it is imperative to show that it does 
not result from a chance association. One method 
is to seek a correspondence in the geographical 
distribution for both diseases. MS has three clear 
zones of risk: high (including Northern Europe, 
Northern United States, Southern Canada, New 
Zealand, and Southern Australia, i.e. 43 to 65 north 
latitude) (7 30/100 000); medium (38 to 46 north 
latitude) (5-30/100 000); and low («5/100 000) 
(Kurtzke, 1980). Epidemiological patterns for 
depression do not seem to follow this geographical 
distribution. 

However, risk for females is higher both when MS 
is present and when depression is present, and there 
is also some overlapping in the age distribution for 
first attack. Likewise, risk factors such as having a, 
family history of depression or alcoholism, 
childhood exposure to a negative environment, recent 
negative life-events, and vulnerability during the 
puerperium, are shared by both diseases. 

Schiffer et al (1986) dealt with the issue of the 
relationship between MS and bipolar disorder. On 
the basis of a lifetime risk of 0.77 for bipolar 
affective disorder and a MS prevalence rate of 
100/100 000 they expected a yield of no more than 
5.4 patients with both disorders, if the diseases 
occurred independently. They found ten and 
concluded that a real association was likely.The 
validity of correlational studies of this nature 
depends on the legitimacy of multiplying lifetime risk 
and prevalence rates when the latter is not homo- 
genous for all age groups, and when duration 
of illness episode is different for both conditions. 

Joffe et al (1987) evaluated family history of 
psychiatric illness in 100 consecutive MS patients, 
and found that the prevalence of psychiatric 
disorder, particularly affective illness, in first-degree 
relatives was no higher than that reported for the 
general population. MS patients with affective illness 
were no more likely to have a family history of major 
affective illness than were those without such a 
diagnosis. It was concluded that the association 
between MS and depression was due to mechanisms 
other than a genetic association. 

Correlational studies into the joint epidemiology 
of depression and MS are besieged by difficulties. 
One difficulty relates to assumptions regarding the 
causal directionality of common risk factors (e.g. 
anxiety) as some of these may precede or follow MS. 
Another relates to what is called here the ‘symptom 
magnification effect’, i.e. that an episode of 
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depression is more likely to be noticed when it is 
associated with MS, as these patients are already in 
contact with the medical services. Yet another 
difficulty is that MS patients may be less competent 
in dealing with depression as they may already be 
more vulnerable, and have drawn more deeply on 
their capital of social support. Finally, temporal 
correlations between onset of depression and of 
neurological MS say little about the nature of the 
mechanisms involved as MS lesions can be 
neurologically silent. 


Genetic aspects of the association 


Another way of evaluating the association between 
MS and depression involves the search for genetic 
links. A familial aggregation for MS has been 
established, and according to the geographic origin 
. of the population, up to 18% of probands may have 
^an affected first-degree relative (Sadovnick & 
McLeod, 1981). Concordance for monozygotic twins 
with MS is about 50% and for dizygotic twins about 
17% (Williams et al, 1980; Mackay & Myrian- 
thopoulos, 1966). An increased frequency of human 
leukocyte system A (HLA)-B7, -A3, -Dw2 and -DR2 
has been established in numerous studies (Compston, 
1986; Myrianthopoulos, 1985); an area of the 
sixth chromosome is probably involved in the 
susceptibility to MS. The British and Dutch MS 
Azathioprine Trial Group (1988) into the prevalence 
of HLA types has confirmed these results. 

The genetic aspects of depressive illness have been 
well studied (Trzebiatowska-Trzeciak, 1977). Pooled 
data figures for family aggregation are about 7.8% 
for bipolar and 11.4% for unipolar disorder 
(McGuffin & Katz, 1987). Proband-wise concord- 
ance figures for bipolar and unipolar disorder 
combined are about 67% for monozygotic and 20% 
for dizygotic twins (Bertelsen et al, 1977). More 
recent studies suggest even interactions between 
genetic and environmental factors (Bebbington et al, 
1988). 

Shapiro et al (1977) reported in 47 subjects an 
association between manic-depressive disorders and 
HLA-A3, -B7, and -Bw16; association with the latter 
remained significant even when corrections were made 
for the large number of antigens examined. There was 
also a differential frequency for HLA-B7 between 
patients with and without a family history of affective 
disorder, and with and without a family history of 
suicide. A recent review, however, has called into 
question a simple association between the HLA 
system and depression (Goldin & Gershon, 1983). 

To the knowledge of the authors there has been 
no genetic study seeking to demonstrate a specific 


link between depression and MS. The 
epidemiological study by Schiffer et al (1986) 
suggested that bipolar disorder might occur more 
commonly than expected when MS is present but, 
as indicated above, its methodology is suspect; 
however, at least one confirmatory anecdotal report 
has followed that publication (Perse, 1986). Joffe 
et al (1987); using a family history method, have 
reported no excess of depression among first-degree 
relatives of MS patients. With regard to a link via 
the HLA system, Cazullo et al (1983) have reported 
similar HLA haplotypes in siblings with MS or 
unipolar depression, suggesting a biological link 
between the two conditions. Likewise, a possible 
association between bipolars with a family history 
of affective disorder and MS subjects is suggested 
by their common link to HLA-B7. 


Nature of the assoclation between 
depression and MS 


Coincidental hypothesis 


This states that the incidence (or prevalence) of 
depression in MS and non-MS patients is the same 
once systematic errors, such as differential risk 
factors or demographic characteristics, have been 
corrected for. For example, depression when 
associated with MS can be perceived as more 
common if it has longer duration, or if MS itself acts 
as a magnifying factor. 


Reactivity hypothesis 


This views depression as a psychological response to 
MS. Often, however, it is unclear what is meant by 
*psychological'; or whether the individual is reacting 
to the actual loss of health (when a grief model might 
apply), or to the threat of further loss of health; or 
what the time parameters for the operation of the 
reactivity hypothesis are, i.e. at what point linear or 
non-linear correlational models should be utilised. 

Neglect of this last issue has led to viewing 
reactivity in terms of linear correlations between 
aspects of the disease (e.g. severity, disability) 
and depression scores; the finding of positive 
correlations is taken as evidence in favour of 
the reactivity hypothesis (and the converse). Needless 
to say, the organic model (see below) also predicts 
similar correlations. Whether depression or neuro- 
logical MS appears first is equally uninforma- 
tive with regard to the reactivity hypothesis, 
since establishing the temporal sequence depends 
upon the quality of clinical detection, and may 
simply reflect the presence of MS plaques which 
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are neurologically silent, or the possibility that 
dislocation of mood takes longer to become manifest 
than motor or sensory deficits. 

However, the acceptance of linear models without 
specifying their temporal parameters may open the 
reactivity hypothesis to unwarranted rzjection, e.g. 
when in a cross-sectional study no correlation is 
found between MS severity and depression; this 
might simply mean that the correlation was non- 
linear or not maintained over time, i.e. that 
habituation has already attenuated the depressive 
response at a particular point of time. Although 
longitudinal and opportune assessmeat seems the 
solution, there is as yet little information to decide 
what is the optimal moment for seeking the correlations. 

The reactivity hypothesis is appealing for its 
intuitive plausibility, i.e. it makes sense to say that 
people affected by some terrible Cisease must 
experience an affective response. There are, however, 
little empirical data on the duration of such 
responses, on their controlling factors, and on 
whether they have anything to do with depressive 
illness. 


Organic hypothesis 


According to this view, depressive illness results 
from neurobiological changes that a-e the same 
or parallel to those causing the neurological 
symptoms. This model can explain the appearance 
of depression during both the pre-neur2logical and 
neurological stages of MS. It views depression as a 
manifestation of genetic determinants, biochemical 
or immunological mechanisms, or MS plaques 
affecting specific areas (e.g. the limbic system). The 
view that pre-neurological depression may still be 
related to MS lesions is based on the finding that 
about 20% of MS cases never show neurological 
symptoms (McKay & Hirano, 1967; Gilbzrt & Sadler, 
1983). 

Whether or not depression and neurological 
symptoms share the same neurobiological substratum, 
their expression is likely to be controlled by a host 
of intervening variables with differert threshold 
effects. This makes it difficult to derive a testable 
hypothesis (at the symptomatic level) as the-action 
of these intervening variables may differentially 
affect the expression of either depressicn or neuro- 
logical deficit. What is required is access to variables 
directly reflecting the neurobiological deficits. 


Solutions and suggestions 


There are two stages in testing the above-men- 
tioned hypotheses: separating coincidental from 
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non-coincidental explanations, and deciding between 
the reactive and organic hypotheses or combinations 
of them. 

Two time-honoured methods of dealing with the 
issue of coincidental associations include the use of 
controls (clinical), and the calculation of a priori 
probabilities for the combination of the two disorders 
by multiplying their prevalence rates (statistical). 
Controls must include subjects suffering from 
physical and psychiatric disease, and the former 
group should comprise subjects affected by diseases 
with and without effect upon the brain. Subjects 
Should, ideally, be matched for disability, length of 
illness, age of onset, course, age, and sex. Psychiatric 
controls should be selected for phenomenology, 
duration of episode, family history, course of illness, 
and response to treatment. 

If a case can be made for a non-coincidental 
explanation, the reactive versus organic hypothesis 
must be tested. As asserted above, approaches such 
as the search for linear correlations are of little use. 
A more practical approach might be to seek 
significant differences between the symptom pattern 
of pure depression and of depression when MS is 
present. Pattern recognition techniques might help 
to decide whether the depression of MS is genuine 
or only a behavioural phenocopy. The identification 
of the latter is becoming important in behavioural 
neurology research. This work, however, is not 
helped by the fact that most of the instruments 
available to evaluate depression have been constructed 
on the assumption that the subject is suffering from 
depression, and not from organic illness mimicking 
depression (Berrios & Samuel, 1987). If more than 
one symptom cluster is identified, their individual 
triggers and predictors should be sought. 

Another refinement for testing the reactivity 
hypothesis is to ascertain transcultural differences 
in the way in which depression might correlate with 
individual disabilities (such as loss of sphincter 
control, impotence, leg movement). For example, if 
in a particular country (on account of prevailing male 
sexual beliefs) loss of erection was known to cause 
more grief than, say, loss of leg movement (and the 
converse obtained in another country), the finding 
of differential correlations might be interpreted as 
evidence for a reactivity component. 


Conclusions 


j 


The study of the relationship between depression and _ 
MS is important from the clinical and theoretical * 


points of view. In general, affective disorder may add 
to suffering, interfere with treatment, and contribute 
to relapse. On occasions, affective disorder will meet 
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criteria for depressive illness. When this is so, a 
knowledge of the way in which it is generated, and 
of whether or not it is a coincidental disease, should 
throw light on both the aetiology and pathogenesis 
of depression, and on mood mechanisms in general. 

There is little doubt that MS subjects are prone 
to develop affective disorder, and that a proportion 
of these suffer from depressive illness. It is unlikely 
that this association is coincidental, and available 
evidence points in the direction of neurobiological 
mediation. The research methodology so far utilised, 
however, has not allowed the contribution of the 
reactivity mechanism to be evaluated, nor has it 
identified which disorder, from the panoply of 
affective disorders exhibited by MS patients, is more 
likely to result from it. The task of ascertaining the 
mechanisms causing depression when MS is present 
is made difficult by the fact that no one-to-one 
correspondence between lesions and neurological 
deficits can be assumed. 
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Lecture 


Heterogeneity of Schizophrenia 
Conceptual Models and Analytic Strategies* 


MING T. TSUANG, MICHAEL J. LYONS and STEPHEN V. FARAONE 


Schizophrenia is clinically heterogeneous but it is not known whether this is due to the existence 
of discrete subtypes. For the purpose of explication, ‘Indicators’ of schizophrenia are divided into 
three levels: phenomenology, pathophysiology, and aetiology. Five heterogeneity models and a 
number of quantitative approaches are described. It is imperative to apply rigorous methods of 
study to the comparison of unitary models and competing heterogeneity models of schizophrenia. 


The clinical heterogeneity of schizophrenia has long 
been recognised but the question remains as to whether 
this reflects heterogeneity at a more basic level. One 
School argues that schizophrenia is actually a group 
of aetiologically discrete disorders and hypothesises 
that research will eventually reveal the points at 
which subtypes may be cleaved. Supporting this view, 
Eliot Slater (1947) asserted: ‘‘In view of the fact that 
schizophrenia is a good deal more common than any 
single genetically determined disorder is otherwise 
known to be, heterogeneity is inherently probable."' 
There are recent findings that, while requiring 
replication, strongly suggest genetic heterogeneity in 
schizophrenia. Sherrington et al (1988) found that 
schizophrenia is linked to a region of chromosome 
5 in seven British and Icelandic families. Their work 
was motivated by a report (Bassett ef al, 1988) of 
a family in which schizophrenia was associated with 
a translocation of a region of chromosome 5. 
Kennedy ef al (1988) studied a large Swedish family 
and found no relationship between chromosome 5 
and the occurrence of schizophrenia. As Lander 
(1988) observed, taken together, such findings are 
most consistent with the view that schizophrenia is 
heterogeneous with regard to aetiology. 

The most influential and plausible alternative view 
to heterogeneity asserts that the observed hetero- 
geneity of schizophrenia is due to a multifactorial 
polygenic (MFP) process whereby a single pool of 
aetiological factors produces a spectrum of disorders 
including schizophrenia. McGuffin et al (1987) 
recently reviewed the evidence for a discrete-subtype 
versus a unitary MFP view of schizophrenia and 
concluded that previous evidence suggestive of 
discrete subtypes is more compatible with a single 

« multifactorial continuum of severity along which 


individuals may be ranked. However, there are good 
reasons for pursuing the investigation of discrete 
subtypes. An MFP approach does not readily suggest 
any specific physiological or environmental factor 
to target in treatment or prevention efforts. If 
subtypes with distinct aetiologies and pathophysio- 
logies do exist, their identification would greatly 
facilitate progress in our understanding of schizo- 
phrenia. Biochemical or structural abnormalities that 
Occur in some schizophrenics might not be apparent 
in a schizophrenic sample in which only a fraction 
had the subtype of schizophrenia associated with the 
abnormality. Moreover, the identification of 
subtypes associated with specific pathophysiologies 
and aetiologies offers the promise of subtype-specific 
interventions that might treat and prevent the 
disorder. 

In the absence of compelling evidence to support 
either a unitary MFP or a discrete-subtype view of 
schizophrenia, it is necessary to compare these 
competing models. If the true taxonomic structure 
of the schizophrenic disorders is multifactorial, then 
attempts to specify discrete subtypes will produce 
ambiguous and misleading results. If discrete 
subtypes do exist, then multifactorial analyses will 
not be informative. Thus, a strategy to resolve 
heterogeneity must include a method for evaluating 
the various possibilities. 

The MFP model suggests that schizophrenia is due 
to a large number of genetic and environmental vari- 
ables that act in an additive fashion to produce a vul- 
nerability to schizophrenia. If an individual's cumu- 
lative vulnerability exceeds a certain threshold, he 
or she will manifest the signs and symptoms of schizo- 
phrenia. According to the MFP model, no single factor 
is a necessary or sufficient cause for schizophrenia. 
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The single major locus (SML) model suggests that 
schizophrenia is due to a single gene of major effect. 
However, the SML model is not incompatible with 
theories that assert that genetic factors interact with 
environmental factors. Of course, the problem may 
be even more complicated, with an SML process 
occurring against an MFP background. 

Neither MFP nor SML models have provided a 
uniformly good fit to the data obtained in family, 
twin and adoption studies (Faraone & Tsuang, 1985; 
Faraone ef al, 1988). For example, SML models that 
include reduced penetrance of the schizophrenia gene 
in heterozygotes seriously underpredict the concor- 
dance rates observed in identical twins (Elston & 
Campbell, 1970; Matthysse & Kidd, 1976). A number 
of investigators have concluded that the MFP model 
overpredicts the observed concordance rate of 
identical twins (Kidd & Cavalli-Sforza, 1973; 
Matthysse & Kidd, 1976). What accounts for the 
inability of any single genetic model to accommodate 
all empirical findings? The existence o? substantial 
heterogeneity within schizophrenia is a clear 
possibility. 


Conceptual models 


The application of competing models holds the 
promise of allowing us to critically compare 
alternative views in the most productive manner. 
Lewis ef al (1987) recently suggested that the 
sophistication of new research tools hes led to the 
neglect of plausible hypotheses. They point out the 
temptation of using measures as an end in themselves 
rather than employing them in the context of testing 
hypotheses. Merely demonstrating differences between 
schizophrenics and some comparison group or 
among schizophrenics on a single measure is unlikely 
to advance our understanding of schizophrenia 
(Chapman & Chapman, 1977). What is required is 
a framework into which findings from different 
measures can be fitted. There are statistical data- 
reduction techniques, such as cluster analysis, that 
can mechanically combine data from a number of 
different measures. Such methods have their merits, 
although they have not been very productive in 
schizophrenia research. But because such methods 
do not allow us to incorporate some of the 
information that we do know, or at least about which 
we have reasonable hypotheses, they are not the 
optimal methods to employ. 

Reasonable hypotheses can be formed about the 
causal ordering of some of the measurable phenomena 
associated with schizophrenia. These associated 
phenomena might be called ‘indicators’ following the 
usage suggested by Meehl (1973). In this context, 
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‘indicator’ refers to a measurable characteristic of an 
individual that is possibly related to schizophrenia. 
For example, auditory hallucinations would be 
considered a possible indicator, as would smooth- 
pursuit eye movement dysfunction or a positive 
family history of schizophrenia. 


Level I indicators 


For heuristic purposes, the indicators may be divided 
into different levels. Level I refers to putative 
indicators of aetiology. Some of the candidates for 
inclusion in level I include obstetrical complications 
and other types of perinatal insult (McNeil & Kaij, 
1978). Birth during the winter season could be 
included here (Shur, 1982; Bradbury & Miller, 1985). 
Evidence for a viral aetiology would be a level I 
indicator (Crow, 1983; Knight et al 1987). Evidence 
for genetic aetiological factors would be included at 
level I. There are a number of genetic factors that 
could be considered individually. For example, a 
possible distinction between familial and sporadic 
forms of schizophrenia has been suggested (Reveley 
et al, 1984; Lewis et al, 1987) and might be employed 
as a level I indicator. Developments in the field of 
molecular genetics offer the possibility that the use 
of restriction fragment length polymorphisms may 
form the basis for identifying a gene or genes 
responsible for some or all cases of schizophrenia. 
The work of Sherrington et a/ (1988) and Kennedy 
et al (1988) mentioned above exemplifies this 
approach. 

Another possibility is that schizophrenia might be 
like mental retardation, with one type of schizo- 
phrenia analogous to familial retardation and due 
to a multifactorial polygenic process, and another 
type or types analogous to pathological retardation 
due to an identifiable insult to the nervous system 
or a single gene of major effect. 

An example of using level I indicators to investi- 
gate a putative subtype distinction in schizophrenia 
was reported by Kendler et ai (1988). The subtypes 
included were paranoid, hebephrenic, and undeter- 
mined according to four diagnostic systems. The 
subjects were 332 patients who met DSM-III criteria 
(American Psychiatric Association, 1980) for schizo- 
phrenia. Because subtype diagnosis is only modestly 
stable over time (Kendler et al, 1985), the diagnosis 
of subtype was based on symptoms early in the 
course of the illness. The approximately 250 subjects 
who had relatives available for inclusion in the study 
were assigned a schizophrenia subtype diagnosis in 
each of the four diagnostic systems. The risk for 
Schizophrenia (and all non-affective psychotic 
disorders) among relatives did not differ according 
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to the subtype diagnosis of the proband. There was 
a non-significant trend for the relatives of paranoid 
schizophrenics to have a higher risk for schizophrenia 
- (and all non-affective psychotic disorders) than the 
relatives of non-paranoid probands. An important 
question from the perspective of level I indicators 
was an evaluation of the degree of correspondence 
between the probands’ subtype diagnoses and those 
of their relatives, i.e. did subtypes ‘breed true’? 
While the agreement between the probands’ and 
relatives’ subtype diagnoses was modestly positive, 
in no case did it attain statistical significance. In 
terms of the proposed conceptual framework, these 
findings do not provide support for a distinction 
among the traditional subtypes of schizophrenia 
using familial morbid risk as a level I indicator. 


Level II indicators 


M Level II includes indicators of possible patho- 
physiology. There are numerous findings that suggest 
changes in the brain associated with schizophrenia. 
Complicating the interpretation of such findings, 
however, is the fact that no finding is clearly specific 
to schizophrenia. Differences reported in the brains 
of schizophrenics thus far seem to be quantitative, 
not qualitative, and typically the distribution of results 
from a schizophrenic group shows a substantial 
amount of overlap with distributions from normals 
or from other psychiatric populations (Crow et al, 
1987). Similarly, there are no brain abnormalities 
that seem to be present in all patients diagnosed as 
schizophrenic. The heterogeneity among putative 
indicators of pathophysiology might prove very 
helpful in investigating the possibility of meaningful 
subtypes within schizophrenia, especially if combined 

( with data on clinical and aetiological indicators. 

There are a number of anatomical findings that 
suggest level II indicators, such as ventricular 
enlargement and sulcal widening (Weinberger ef al, 
1980) and cytoarchitectural changes in the cortex 
(Benes ef al, 1986). Advances in brain imaging 
technology such as magnetic resonance imaging will 
provide us with better data on anatomical and 
physiological changes that may be associated with 
schizophrenia. Another imaging technique, brain 
electrical activity mapping (BEAM), has begun to 
provide intriguing information about possible 
differences in the functioning of schizophrenics' 
brains (Faux ef al, 1987). Regional blood flow studies 
have also provided findings, such as hypofrontality 

X. (De Lisi, 1986), that may serve as useful level II 
indicators. 

Investigations of the biochemistry and pharmaco- 
logy of schizophrenia also may provide useful 


indicators at this level. For example, abnormalities 
in dopamine receptors and the effects of chemical 
probes such as amphetamine challenge tests may 
demonstrate consistent differences among groups of 
schizophrenics (Angrist et al, 1980). The well known 
variability among schizophrenics in their response 
to neuroleptic treatment may prove informative 
(Bowers et a/, 1987; Brown & Herz, 1988). Abnorma- 
lities in smooth-pursuit eye movements (Lipton ef al, 
1983), continuous performance tasks (Holzman, 
1987), and neuropsychological functioning (Seidman, 
1983) may be indicators of pathophysiology and 
should be included at level II. Level II indicators may 
be considered ‘endophenotypes’ (Cloninger et al, 
1983), an intermediate level between aetiology and 
manifest clinical signs and symptoms. 


Level III indicators 


Indicators at level III represent clinical and pheno- 
menological factors. Traditional signs and symptoms 
such as hallucinations, delusions, and formal thougbt 
disorder would be included here. Recent refinements 
in characterising the phenomenology of schizo- 
phrenia, such as positive and negative symptoms 
(Andreasen ef al, 1982) and Type I and Type II 
Schizophrenia (Crow, 1980), would be included here. 
Information about onset, pre-morbid personality, 
course, and outcome would also be level III 
indicators. 

An example of the use of level III indicators in 
attempting to validate putative subtypes of schizo- 
phrenia is contained in a report by Kendler ef ai 
(1984). The study included 187 patients who met the 
Washington University criteria (Feighner ef al, 1972) 
for schizophrenia. Based on extensive chart informa- 
tion, patients were assigned a subtype diagnosis 
according to each of four different diagnostic 
systems. The subtypes were then compared on long- 
term and short-term outcomes (level III indicators). 
Paranoid schizophrenics, according to all four 
diagnostic systems, had the best long-term outcomes 
in psychiatric, residential, and occupational domains. 
Although only one comparison was statistically 
significant, for each of the four diagnostic systems, 
the paranoids had the best short-term outcome. In 
general, the distinction between paranoid and non- 
paranoid schizophrenia was supported by differences 
in outcome, while the distinction between hebe- 
phrenic and undifferentiated schizophrenia was not. 


Assignment of indicators to levels 


Indicators are assigned to levels on the basis of 
hypothesised causal priority. Indicators at lower 
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numbered levels are more likely to be causes of, or 
to be associated with the cause of, indicators at a 
higher numbered level than vice versa. For example, 
the hypothesis that genetic loading for schizophrenia 
at level Lis a cause of observed hypofrcntality at level 
I is more plausible than the idea that hypofrontality 
is a cause of genetic loading. Similarly, hypo- 
frontality may be more likely to be a cause of formal 
thought disorder than the result. Of course, the 
alternative is that some unknown mechanism, *X', 
causes formal thought disorder to cccur and the 
occurrence of formal thought disorder then results 
in decreased activity in frontal regions. Inevitably, 
one has to make some tentative decisions about the 
assignment of some indicators to levels. However, 
such informed decisions are necessary t generate the 
hypotheses required for testing competing models, 
and the possibility of alternative orderings should 
also be evaluated. 


Patterns of association 


What is needed is a strategy for systematically 
examining indicators at various levels and determining 
patterns of association across the three levels. For 
heuristic purposes, six approaches to subtyping with 
differing patterns of indicators at diferent levels 
have been developed and are contained in Fig. 1. 

Figure 1(a) illustrates the homogeneity model. In 
this approach it is hypothesised that there are no 
meaningful subtypes of schizophrenia, end that there 
is a single necessary and sufficient cause that 
produces a fixed pathophysiological process that 
leads to the range of symptoms associated with 
schizophrenia. The merits of this theoret. cal approach 
have been debated since the days of Kraepelin and 
Bleuler. This model could be conside-ed the ‘null 
hypothesis' in the investigation of heterogeneity in 
schizophrenia. 

Parts (b) to (f) of Fig. 1 illustrate the heterogeneity 
models. For the sake of clarity of preseatation, they 
are presented in the context of two alternative 
subtypes. If there are, in fact, subtypes of schizo- 
phrenia, there is no particular reason tc believe that 
there are only two. However, the models may be 
generalised to include multiple subtypes in a relatively 
straightforward manner. For illustrative purposes, 
the two-subtype case will be presentec. 

Figure i(b) depicts the complete symptomatic 
Specificity model. In this model, there are two 
subtypes of schizophrenia and they are distinct at the 
levels of aetiology, pathophysiology, and symptoma- 
tology. Cause I leads to pathophysiology I, which 
in turn produces symptoms A, B, and C. Cause II 
leads to pathophysiology II, which produces 


symptoms X, Y, and Z. There is no overlap and the 
two subtypes of schizophrenia are clearly distinct at 
each level. The simplicity of this theoretical approach 
is appealing and this model seems to have been at 
least implicit in some traditional systems of sub- 
typing. However, as McGuffin ef al (1987) have 
pointed out, evidence adduced to sustain traditional 
approaches to subtyping has not been compelling. 
If complete symptomatic, pathophysiological, and 
aetiological specificity between subtypes were to be 
the case, previous efforts probably would have met 
with more success. 

Figure 1(c) illustrates the common final pathway 
model. There are two distinct causes, but each results 
in the same pathophysiological process that produces 
the full range of symptoms associated with schizo- 
phrenia. In this model, there is only one type of 
schizophrenia at the level of pathophysiology and 
symptomatology (although there may be differences _ 
in severity), and no single cause is necessary. As the 
number of causes increases and with the assumption 
that none are sufficient, this approach increasingly 
resembles the multifactorial polygenic model. 

Figure 1(d) depicts the symptomatic non-specificity 
model. There are two distinct causes that lead to two 
distinct pathophysiologies. However, each of the 
pathophysiological processes may produce the full 
range of symptoms of schizophrenia. In this case, 
the search for level III indicators useful for subtype 
identification is fruitless. The model does suggest, 
however, that indicators at levels I and II could have 
utility for identifying subtypes. While it has been 
suggested that the brain has only a finite number of 
ways that it may react to malfunctioning, it seems 
unlikely that two entirely distinct malfunctions would 
produce identical manifestations. 

Figure 1(e), which illustrates partial symptomatic 
specificity, resembles modei 1(d) but is more 
optimistic because it suggests that some level III 
indicators may be informative. According to this 
model, some symptoms of schizophrenia are non- 
specific with regard to underlying pathophysiology 
and aetiology, while others are specific. In this 
model, symptoms A and B are specific to cause I and 
pathophysiology I, symptoms Y and Z are specific 
to cause II and pathophysiology II, and symptoms 
C and X are non-specific indicators that may be 
produced by pathophysiologies I and II. 

Figure 1(f) depicts overlapping pathophysiologies. 
It posits two distinct causes that produce somewhat 
different pathophysiological processes; however, , 
there is some overlap in the pathophysiologies. Like ^ 
model 1(e), it predicts that some level III indicators 
will be non-specific, but it also predicts that some 
indicators at level II will be non-specific as well. For 
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example, some phenotypic resemblance between 
early Huntington's disease and schizophrenia may 
be attributed to pathological changes in the brain 
common to both (Davison & Bagley, 1969). A key 
issue suggested by this model is the identification of 
specific versus non-specific level II indicators. 


Example 


Figure 2 illustrates an example of the partial 
symptomatic specificity model using mental retarda- 
tion as an example. The three types of retardation 
included are PKU, Down's syndrome, and familial 
retardation. Each type has a distinct cause, resulting 
in differing pathophysiologies. However, at level III 
there are both specific and non-speci“ic indicators. 
Low IQ and poor functioning are non-specific 
indicators that are associated with all three subtypes, 
while a mousy odour is uniquely associated with 
PKU, a thick fissured tongue is uniquely associated 
with Down's syndrome, and below-average intelli- 
gence among non-retarded first-degree relatives is 
uniquely associated with familial retardation. At level 
II, only PKU is associated with elevated levels of 
phenylalanine. At level I, only Down’s syndrome is 
associated with chromosomal abnormalities. Some 
symptoms of schizophrenia may be analogous to low 
1Q and poor functioning in mental retardation, while 
some may be analogous to a mousy odour or a thick 
fissured tongue. At level II, the informative patho- 
physiological differences among schizophrenics are 
probably much more subtle than the elevated phenyl- 
alanine in PKU. This example of the partial 
symptomatic specificity model is provided for illustra- 
tive purposes; similar examples could be constructed 
for any of the models using other medical or 
psychiatric conditions. 


Analytic strategles 


It is possible to make predictions about the distribu- 
tion of indicators under a unitary MFP model and 
a discrete-subtype model that may then be compared 
mathematically. In such analyses, three characteristics 
of indicators may be examined: bimodality, familial 
correlations, and independence of segregation. 


Modality 


Unlike the multifactorial model, the discrete-subtype 
model predicts that indicator distributions will be 
bimodal or, more generally, multimədal. With a 
large sample, bimodality should be detectable as long 
as the underlying distributions of subtypes are 
separated by two or more standard deviations and 


the base rate of the less prevalent subtype is greater 
than 20% (Harris & Smith, 1947). Tests for bimoda- 
lity should examine probands and each relative class 
separately when, as is usually the case, probands are 
not randomly ascertained (Chakraborty & Hanis, 
1987). 

Bimodality is very difficult to detect if the base 
rate of the less prevalent subtype is very low (Harris 
& Smith, 1947). Methods for detecting rare subtypes 
are necessary because, if schizophrenia is like other 
heterogeneous familial disorders such as mental 
retardation, one or more rare subtypes are likely to 
be present. In the frequency distribution of an 
indicator that marks a rare subtype, members of the 
subtype should appear as outliers. Outlier visualisa- 
tion may be facilitated by dynamic graphics programs 
that allow rotation of three-dimensional clouds of 
data points. Multivariate outliers involving more 
than three variables are more readily observed using | 
the method of Fourier plots developed by Andrews 
(1972). 

The observed distribution of patients will be a 
mixture consisting primarily of those who score in 
the normal range on the rare-subtype indicator, along 
with several ‘contaminants’ from the rare-subtype 
distribution. This is essentially the mixture alternative 
of the contamination model for outliers (Barnett & 
Lewis, 1984). Thus, the application of discordancy 
tests for outliers should help in the identification of 
rare subtypes. The exact test to be employed cannot 
be specified a priori because it will depend upon the 
distributional properties of the data. Ideally, an exact 
multivariate test would be applied to relevant 
indicators. If that is not possible, due to distributional 
constraints, informal multivariate methods can be 
applied. These can be further validated by exact 
univariate tests. Barnett & Lewis (1984) suggest a ` 
number of alternative methods for accomplishing 
this. Since outlying observations may be due to 
experimental error, it is necessary to find converging 
evidence to support a rare-subtype hypothesis. Thus, 
the assertion of a rare subtype will be more 
conclusive if the outlying individuals for one indicator 
distribution are also outliers on another indicator 
distribution, assuming that experimental error between 
the two distributions is uncorrelated. Further conver- 
gence can be found by demonstrating that first- 
degree relatives of outlier probands also have extreme 
values on the indicator variable. 


Familial correlations x 


The examination of familial correlations has been 
useful in testing taxonomic models underlying genetic 
heterogeneity since Haldane (1941) demonstrated 
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that such correlations can distinguish heterogeneity 
due to multifactorial processes from heterogeneity 
due to the presence of aetiology of more than one 
single major locus. Briefly, the correlation between 
ill first-degree relatives for an indicator variable 
should be about 0.5 if the process producing the 
indicator is multifactorial and the heritability is 1.0; 
it should approach 1.0 if aetiology of more than one 
single major locus is involved. However, as Harris 
& Smith (1947) demonstrated, the familial correlation 
can be less than or equal to 0.5 in the latter case when 
the indicator distributions of the subtypes differ by 
less than two standard deviations. Thus, familial 
correlations greater than 0.6 will provide relatively 
strong evidence for the discrete-subtype hypothesis; 
lower correlations would be more ambiguous without 
clear evidence of a bimodal or bitangential proband 
distribution. In a bitangential distribution, the 
second mode appears as a bulge on one side of the 
distribution. If at least one tangent other than the 
abscissa touches the distribution at two points, then 
(the distribution is said to be bitangential (Harris & 
Smith, 1947). Fortunately, the analytic work of 
Harris & Smith indicates that correlations of 0.5 (the 
multifactorial expectation) should produce clear 
evidence for a bitangential proband distribution if 


the discrete-subtype hypothesis is correct. Familial 
correlations can be computed using the methods 
of Rao et al (1987). When multifactorial inheri- 
tance is assumed, the observed correlation can be 
corrected for the effects of non-random sampling 
according to the guidelines of Rao & Wette 
(1987). 


Independence of segregation 


The multifactorial and discrete-subtype hypotheses 
make qualitatively distinct predictions about segrega- 
tion of subtypes within families. If a series of 
subtypes corresponds to the gradations of severity 
caused by a multifactorial process, then the risk 
for all subforms of this disorder should increase with 
the severity of the proband's illness. That is, one 
should not observe independent segregation of 
subtypes. In contrast, the hypothesis of discrete 
familial subtypes would predict independent segrega- 
tion of disorders. That is, ill relatives of subtype A 
would be expected to have subtype A of the disorder; 
ill relatives of subtype B would be expected to exhibit 
subtype B and so forth. Similar predictions would 
hold for the segregation of biological markers within 
families. 
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Taxonomic search procedures 


Because we know so little about the putative 
taxonomic structure of schizophrenic subtypes, it 
may be helpful to employ the type of taxonomic 
search procedures advocated by Meehl (1973) to 
‘bootstrap’ a latent taxonomy. Taxonomic search 
procedures usually make use of the axiom of 
conditional independence, which states that indicators 
of discrete subtypes are pairwise uncorrelated within 
a homogeneous population containing one subtype 
but are correlated within a heterogeneous population 
containing more than one subtype. 'That is, if there 
were two subtypes, I and II, then two putative 
indicators, A and B, would not be correlated within 
subtype I or within subtype II tut would be 
correlated in a mixed group containing both 
subtypes. This occurs if the values of indicators A 
and B are associated with membership in subtype I 
or II. For example, if delusions are associated with 
a paranoid subtype and high ratings for negative 
symptoms associated with a non-paranoid subtype, 
then within a sample comprised only of paranoids 
they would not be correlated. In a sample made up 
of both paranoid and non-paranoid cases, they 
would be negatively correlated. Thus, the values of 
correlation coefficients estimated from various parti- 
tions of the sample can be used to develop subtypes. 


Maxcov-hitmax 


The 'maxcov-hitmax' taxonomic search procedure 
developed by Golden & Meehl (1979) begins with at 
least three quantitative variables. A group of 
variables is considered informative for che procedure 
if the variables are significantly intercorrelated within 
the total proband group. Sets of indicator variables 
can be chosen using a principal components analysis 
to summarise indicator intercorrelations. Consider 
three such variables, x, y, and z, that nave extreme 
values for a subtype called A. Tke axiom of 
conditional independence assumes that the presence 
of intercorrelations among these variables increases 
with their ability to mark subtype A. That is, 
increasingly pathological values of each variable are 
associated with an increasing probability of belonging 
to subtype A. Since the procedure focuses on one 
subtype at a time, it can isolate subtype A from the 
total sample without making assumptions about the 
taxonomic structure of the rest of the sample. 
The first step in the analysis is to find the value 
of each indicator that provides the maximum separa- 
tion of probands with and without the subtype. This 
‘hitmax’ cut-point is determined by computing the 
correlation between variables y and z from sub- 
samples defined by successive intervals of the 


X (or input indicator) distribution. A hypothetical 
example may be useful. If there were a subtype of 
Schizophrenia characterised by enlarged lateral vent- 
ricles, high scores on ratings of negative symptoms, 
and early age of onset, then one of these variables 
could be selected as the ‘input indicator’. If age of 
onset were the input indicator, the sample would be 
divided into several groups at various values or cut- 
points of age at onset. The value of the age-at-onset 
cut-point at which the covariance within a subgroup 
on the ventricular size variable and negative symptom 
variable was maximised would be the ‘best’ cut-point 
for subdividing groups. 

The covariance obtains a maximum value for the 
interval whose midpoint is the hitmax point because, 
based on the axiom of conditional independence, the 
observed covariance of two indicators will be at a 
maximum for samples containing equal portions of 
the two subtypes and will be at a minimum in the4 
most homogeneous samples. Since each indicator ` 
distribution is assumed to estimate a latent bimodal 
distribution, successive intervals from the distribu- 
tion should contain increasingly heterogeneous, then 
decreasingly heterogeneous, subsamples. The y, z 
covariance will show a corresponding increasing, 
then decreasing pattern. It is notable that such a 
pattern will not occur if the covariance between 
indicators is due to (a) a common correlation with 
a multifactorial liability, or (b) correlated measure- 
ment error. Thus, unlike factor or latent class 
analyses, the maxcov-hitmax method can 
discriminate between covariance due to heterogeneity 
and covariance due to other causes. 

Using formulae provided by Meehl (1973), it is 
possible.to obtain an estimate of the latent base rate 
of subtype A. The procedure can be repeated with 
different triads of indicators, letting the input 
indicator vary as well. Thus, one can obtain multiple 
estimates of the latent base rate of subtype A and 
the latent indicator means of the remaining subtype 
A patients. The observed agreement among the 
different estimates provides consistency tests of the 
results. A series of additional consistency tests is 
available to demonstrate that any emerging taxo- 
nomy is internally consistent. 

A major advantage of the maxcov-hitmax method 
is that it is free of distributional assumptions. This 
makes it very suitable for the highly skewed data 
characteristic of putative measures of heterogeneity. 


Conclusions = 
The MFP model is the most attractive ~ some 
might argue, seductive - alternative to aetiological 
heterogeneity. The idea that numerous, perhaps 
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innumerable, factors are relevant to the phenomenon 
of schizophrenia is congenial to the impressions that 
we have formed in our clinical work with schizo- 
phrenic patients. A multifactorial approach seems 
needed to encompass the sometimes bewildering 
array of factors that previous research has suggested 
may be related to schizophrenia. However, as Dalen 
(1972) suggested, it may be helpful for us as 
researchers to take a more ‘simple-minded’ approach 
to meet the requirements of generating hypotheses 
that are capable of being empirically tested. It is 
important that we, as researchers, eschew vague 
notions of multicausality (or, worse yet, omni- 
causality). Dalen (1972) warned against the compla- 
cence that may result from embracing a generic and 
vague 'multifactorial' model that suggests that 
almost anything may be relevant to the aetiology of 
schizophrenia. Fortunately, investigators such as 
— McGuffin et al (1987), and others, have provided us 
with rigorous versions of multifactorial polygenic 
models. If progress is to be made, it is important that 
we continue to investigate putative causal agents, 
whether under the guise of discovering which factors 
are among the relevant *multifactors' or investigating 
heterogeneity among distinct ‘level I indicators’. 
At this time, evidence for genetic heterogeneity is 
neither clear-cut nor compelling. However, by 
default, through the inability of any single genetic 
model to accommodate all of the empirical evidence 
from family, twin, and adoption studies, the possibi- 
lity of genetic heterogeneity remains viable, perhaps 
robust. 
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A Transition Period in Psychiatric Care in 
Italy Ten Years after the Reform 


PAOLO CREPET 


Ten years after the passing of the Italian psychiatnc reform bill, the author assesses the state 
of the national mental health services. Albsit slowly, the decrease In the number of In-patients 
In mental hospitals is accompanied by a numerical increase in district and out-patient services. 
However, the quality of care provided and the regional distribution of services are not 
acceptable. The reorganisation has benefited hosprtal and out-patient services, but community 
care facilities remaln Inadequate. The mental health of the general population seems to be 
unaffected by the ongoing transition In psychiatric care. 


Ten years after its enactment by parliament, the 
Italian psychiatric reform act (law no. 180, 
incorporated in the general health law no. 833 of 
December 1978) is a topic of national and 
international scientific interest, owing to its effects 
on the planning and reorganisation of care, as well 
as with regard to the safeguarding of the 
beneficiaries’ rights. The chronic shortage of up-to- 
date national empirical data makes it difficult to 
evaluate the effects of the act. Even today, no quanti- 
tative or qualitative databanks exist to monitor the 
activities of current services or of those being replaced. 

As in my previous papers (Crepet, 1987a,b, 
1988a,b), the analysis and evaluation of Italian 
psychiatric services has been based on a set of recent 
national data (from the Central Statistics Institute, 
National Research Council, CENSIS-LABOS) and 
on those emerging from local research published in 
national and international scientific journals or 
obtained by courtesy of psychiatric bureaux or 
epidemiological observers in many Italian regions. 

For easier reading, this paper is divided into two 
parts: the first deals with trends in the services before 
the 1978 reform (psychiatric hospitals), and the 
second with everything that was established and 
developed thereafter (district services, psychiatric 
units in general hospital, and community care 
facilities). In conclusion, several indicators are exa- 
mined which may further clarify the picture emerging. 


The ‘old’ psychlatric services 


Trends in the number of in-patients in public psychi- 
atric wards has been treated thoroughly at both national 
(Morosini et al, 1985) and local level (Massignan, 
1984; Becker, 1985; Martini et a/, 1985; Pinzone, 
1987; De Salvia, 1988). In the public sector, these 
trends can be subdivided into three successive periods: 
(a) up to the mid-1960s: the number of in-patients 
increased during the 1950s and came to a 
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standstill with the introduction of the more 

effective drugs, then remained constant for a 

number of years thereafter 
(b) between the late 1960s and the late 1970s: there 
was a sharp decrease in the number of patients 
as the use of drugs spread and above all as a 
result of the dissemination of the results of 
forms of treatment providing an alternative to 
admission to psychiatric hospitals 
after 1980: the rate of decline in the number 
of in-patients fell off, although the actual 
numbers continued to decrease. Between 1978 
and 1987 there was a 53.2% drop in the 
number of in-patients in public psychiatric 
hospitals in Italy (from 54280 to 25379) 
(Fig. 1). The trend is, however, different across 
regions (Table I). 


(c) 





Fig. 1 Public Œ and private B mental hospital in-patients in 
Italy: rates per 100 000 population (source ISTAT). 


In interpreting the above data, however, account 
must be taken of the incidence of deaths in 
psychiatric hospitals. Even if the rate of deaths in 
psychiatric hospitals has not changed significantly 
over the past decade, it accounts for an increasing 
percentage of the annual decrease, attaining almost 
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TABLE I 
Decline in the numbers of psychiatric in-patients across 
different Italian regions 





Region Period % decline 
North 

Trentino Alto adige 1980-85 30.5 
Lombardy 1975-86 14.8 
Veneto 1975-87 70.4 
Friuli Venezia Giulia 1978-86 59 
Emilia Romagna 1978-87 57 
Centre 

Tuscany 1977-87 44.1 
Lazio 1980-85 58.9 
South 

Campania 1980-86 35.2 
Sicily 1978-87 26.4 


50% of its total value. This means that the reduction 
of the population admitted to psychiatric wards is 
to an increasing extent due to patient deaths rather 
than discharge. Furthermore, the fact that in-patient 
mortality is higher than in the general reference 
population was recently demonstrated in a survey 
carried out on a group of patients at the Rome 
psychiatric hospital who were followed up for nine 
years (1976-1984) (Bacigalupi e£ al, 1988a). The 
survey showed that: (a) the mortality rate 
(standardised mortality ratio, SMR) was higher for 
women between the ages of 15 and 44; (b) the excess 
in-patient mortality can be partly explained in terms 
of increased number of suicides and accidents, but 
it is also related to the history of the disease and the 
treatment followed; (c) mortality is higher among 
those admitted to hospital than those discharged. 

In general, the tendency of the hospital population 
to increase slowly can be explained in terms of some 
of the problems arising in recent years as a result of 
the application óf the reform: 


(a) lack of community care facilities (family 
homes, therapeutic communities, protected 
apartments, etc.) 

(b) the characteristics of the population still being 

admitted to the psychiatric hospitals: these 

patients present much more serious problems 
regarding discharge because of their long 
hospital stay and the seriousness of their disease 
or handicap, as well as of the lack of any 
reference social group (family, friends, job) 
difficulties involved in achieving external 
mobility of medical and nursing staff (in some 
regions the number of nurses in the psychiatric 
hospitals exceeds the number of in-patients) 


(c) 
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(d) it is important to recall that some regional 
legislations actually do allow readmission to 
the public psychiatric hospitals, albeit in 
different forms: the exact extent of this 
phenomenon is obviously hard to ascertain, 
although it is anything but negligible that in 
1986 the nationally available figures indicate 
an incidence of 28 admissions per 100 000 
inhabitants, i.e. more than 14 000 in-patients 
(STAT, unpublished data, 1989). 


Trends in the private sector are quite different. 
There are no great changes from one period to 
another, only a slow but constant decrease (25.6%) 
between 1978 and 1987 (Bacigalupi et al, 1988a, b). 
Unlike the public sector, this private sector is 
somewhat unevenly distributed regionally: in 1981, 
in the centre/north, there were 14 beds per 100 000 
inhabitants, while it was 57 in the south. 

One important aspect is the fate of those 
discharged from psychiatric wards. A survey carried 
out in the Venice area (Centenaro ef al, 1981) 
indicates that 86% of the patients discharged, 50% 
of whom with a diagnosis of psychosis, were still 
living two years later, and 60% of them were living 
in a house, 34% in a non-psychiatric institution; 13% 
had a job and 54% were being followed by a 
psychiatric or social service. The figures for the 
Piedmont region are different: in 1984, 43% of those 
discharged lived in psychiatric hospital wards 
converted into apartments, 40% lived in community 
residences, while 12% were homeless (Becker, 1985). 
In the Emilia Romagna region 64.5% of those 
discharged from psychiatric hospital wards between 
1981 and 1985 (767 in-patients) were resettled by the 
respective district services: 18.3% were resettled with 
their families, 16.7% in a family home, 19.8% in 
a protected community, and 31.7% in an old 
persons’ home (12.8% unspecified) (Grassi & 
Tartari, 1986; Osservatorio Epidemiologico della 
Regione Emilia Romagna, unpublished data, 1988). 
Lastly, a correlation has been observed between a 
previous long-term admission and high degree of 
utilisation of district care services in subsequent years 
(Aroasio, 1985). In conclusion, mention should again 
be made of the work of Bacigalupi ef al (1988a,b) 
on mortality in psychiatric hospitals, which tends to 
deny the possibility that deinstitutionalisation causes 
an increase in mortality among discharged 
in-patients. 

The picture which emerges is therefore extremely 
heterogeneous. On the one hand, the attempts at 
deinstitutionalisation have led to the readmission of 
patients admitted to communities, i.e. living in 
conditions (therapeutic communities, family homes, 
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protected apartments) which certainly afforded a 
higher quality of life (although this is difficult to 
establish objectively). On the other hand, the 
discharge of patients from psychiatric hospitals 
corresponded to a transition towards another 
institution (charity, religious institution, tramps’ 
home, etc.) or to actual dereliction. 

Then there is the problem of the ‘asylum residue’, 
a questionable term used to refer to those who 
remain in the asylums. Official figures show that in 
Italy about 25 000 persons are still in-patients in the 
public asylums. This represents an extremely 
heterogeneous population from the clinical and 
socio-demographic standpoint: some have a serious 
handicap (cerebropaths, spastics) or are neurological 
patients (epileptics) or alcoholics; others are elderly 
persons suffering from brain deterioration or with 
social problems (poverty, loneliness, abandonment, 
unemployment, etc.), although without any pre- 
dominant mental pathology. 

Even though there are no data at all on this topic, 
it is the opinion of many practitioners that the 
‘quality’ of the care provided by the psychiatric 
hospitals today is, except in a few praiseworthy 
exceptional cases, even worse than that, by no means 
exemplary, which existed before the reform. This is 
so even though the ratio of practitioners to patients 
has not worsened over the past ten years: the number 
of doctors per 100 patients in public psychiatric 
hospitals rose from 3.1 in 1978 to 3.2 in 1986 (from 
4.7 to 5.8 in private hospitals), while that of nursing 
staff dropped from 45.6 to 44.5 (from 32.9 to 32.2 
in the private sector) (ISTAT, unpublished data, 
1989). 


The ‘new’ psychlatric services 


Formally established under the 1978 law, district 
psychiatric services may be considered to represent, 
together with the psychiatric wards of the general 
hospitals, everything new that has occurred since 
transformation of psychiatric care in Italy. For the 
sake of clarity, treatment provided by the district 
services is dealt with separately from that of the 
general hospitals and the intermediate structures. 


District services 


The numerical increase of the district services during 
the years following the 1978 reform was slow. Most 
of the services were actually set up before the 1978 
reform. By 31 May 1979, there were 557 services 
(Misiti et al, 1981), while five years later they totalled 
675 (Maranesi & Piazza, 1986; Cardea & Frisanco, 
1987), an increase of 17%. However, in 1985, 14.8% 


of the population still had no access to this type of 
service. 

The situation in the various geographical areas 
indicates that the distribution and the growth of the 
district services is even more complex. In 1985, 
51.3% of the services were concentrated in the 
northern regions (Cardea & Frisanco, 1987). In 
recent years, the available data point to a slow re- 
establishment of the equilibrium. The number of 
district out-patient departments is increasing in those 
places where they were still less widespread than the 
hospital services. This occurs both in the northern 
regions and in the central/southern ones. For 
instance, in Lombardy the number of out-patient 
departments increased by 31% between 1983 and 
1986 (Osservatorio Epidemiologica della Regione 
Lombardia, unpublished data, 1986), in Veneto by 
44.7% between 1985 and 1987 (Osservatorio Epidem- 
iologico della Regione Veneto, unpublished data, 
1988), while in the Campania region 82% of the 
district services were set up between 1978 and 1986 
(Di Muzio & Corrivetti, 1986). In Sicily there was 
actually a 405.5% increase between 1980 and 1987 
(Pinzone, 1987). 

It can thus be claimed that the numerical increase 
in out-patient departments took place in two stages: 
before the reform (particularly in the centre/north) 
and in the years that followed (in the more backward 
areas of psychiatric service organisation). One 
plausible explanation of the massive differences in 
provision across regions, in addition to the well- 
known administrative and bureaucratic difficulties, 
is related to the lack of staff, over which the law 
provided an obstacle for many years, holding back 
the very regions where the shortage was greatest. 

If we now turn from a quantitative analysis to a 
qualitative one (i.e. to the indexes of functioning), 
it becomes clear that acceptable standards (say, 
district services opening at least 12 hours a day) are 
far from having been reached: in 1985, 59% of the 
services worked 48 hours a week, and only 5.3% were 
open 24 hours a day. It can generally be said that 
the more recent the date of establishment of the 
district service, the fewer hours a day it stays open; 
for instance, in Sicily two-thirds of the out-patient 
services function only in the morning, and in 
Calabria only eight hours a day, while in Veneto, 
66% of the out-patient departments registered in 
1987 were open only a few hours a week (Osservatorio 
Epidemiologico della Regione Veneto, unpublished 
data, 1988; Di Muzio & Corrivetti, 1986). 

Despite the difficulties that have emerged, it can 
be said that the district services represent one of the 
most dynamic components of the present form of 
Italian psychiatric care. Local surveys have shown 
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that the quantitative increase in their activity varies 
considerably both from region to region and from 
one service to another (De Salvia et al, 1986; Crepet 
et al, 1987). One interesting indicator is the relative 
proportion of first out-patient visits: while the 
growth in the latter between 1983 and 1986 in the 
Lombardy region was 16% (Osservatorio Epidemi- 
ologico della Regione Lombardia, unpublished data, 
1986), in the Bologna West area the ircrease was 
25.9% between 1975-78 and 1983-85 (Eerti Ceroni 
et al, 1987). An even greater increase was shown by a 
district service in Florence, where the number of first 
visits rose by 45% between 1981 and 1986 (from 151 
to 216) (Brignone ef al, 1987), as well as that of a 
rural area of Piedmont with a 59% increese between 
1983 and 1985 (Aroasio et al, 1987). 

Any superficial interpretation of these cata is to be 
avoided: the increase referred to above may be due 
not only to an improvement in the methods of data 
collection, but also to an increase in the number of 
personnel staffing the district services and the centres 
themselves, as has been suggested by Grassi (1988). 

It is also interesting to note that the origin of the 
demands reaching the district services is related to 
an increasing extent to general medicine. The survey 
conducted by Grassi (1988) in the Emilia Romagna 
region indicated that between 1983 and 1984 the 
percentage of referrals by general practiticners to the 
district services rose from 28.8% to 33.3%. 

An analysis of the overall activities of the district 
services shows that the type of services ofzered (out- 
patient visits, home visits) varies considerably from 
one region to another. In the city of Arezzo, for 
instance, there was a 561% growth in the activity 
of the district service between 1978 and 1986, 
50% of which occurred outside the service itself, i.e. 
in the form of home visits and general hospital 
consultations (Martini ef al, 1985). In Lombardy, 
home visits decreased by 19.3% between 1983 and 
1986, while the total number of patients cared for 
increased by 11.4% (Osservatorio Epidemiologico 
della Regione Lombardia, unpublished deta, 1986). 
In the Lazio region, a survey of 11 district services 
carried out in 1984 showed that out-patient services 
accounted for 48.9% of the entire activity, compared 
with 4.2% for home visits (Bacigalupi ef al, 1988a, b). 
This phenomenon also seems to be extensive in the 
south: for instance, at Cosenza, where out-patient 
activity increased by 76.8% between 1981 and 1984 
and home visits by 84.2% (Adamo, 1986), while in 
Sicily the number of out-patient visits per 100 000 
inhabitants increased by 122.4%, approaching the 
level in several northern regions (in Lombardy it is 
2602 compared with 1844 in Sicily), while the number 
of out-patient visits increased by 8% between 1986 


and 1987 (Osservatorio Epidemiologico della Regione 
Sicilia, unpublished data, 1988). 

The national data therefore confirm that the main 
activity is still out-patient visits: it accounts for 
60.2% of working time, and as much as 78.6% in 
the south (in Sicily the number of home visits per 
100 000 inhabitants is only 20% of that of out-patient 
visits). According to the CENSIS-LABOS survey, 
psychopharmacy accounts for 50% of this activity 
(66.3% in the south) (Cardea & Frisanco, 1987). A 
more prudent estimate has emerged from a multi- 
centre survey (Bollini ef a/, 1986, 1987; Muscettola 
et al, 1987): it appears that, in district services, 
exclusively pharmacological treatment accounts for 
only 18% of activity, rising to 70% in hospital wards, 
and 76% in private nursing homes. A survey carried 
out by the Epidemiological Observatory of the Emilia 
Romagna region estimates that 81.6% of the district 
users make long-term use of psychoactive drugs, 
with several drugs prescribed in 62% of cases (Grassi 
& Tartari, 1986). In Lombardy in 1986 two-thirds 
of the activity of the district services was taken up 
with psychotherapy interviews, while the adminis- 
tration of drugs alone accounted for 9.4% of the 
cases (Osservatorio Epidemiologico della Regione 
Lombardia, unpublished data, 1986). However, it 
should be added, as Starace et al (1987) have pointed 
out, that is it not so much the quantitative difference 
which determines the therapeutic strategy followed 
by a service but the qualitative approach (e.g. the 
different attitudes of the professional figures vis-a- 
vis the treatments used). 

The yearly frequency of use made of the district 
services at the national level is estimated to be 83 
users per 10000 inhabitants (Cardea & Frisanco, 
1987). However, this figure is not confirmed by the 
results of several local surveys. The figure for the 
district services of the Lombardy region is 51.1 per 
10000 inhabitants (Osservatorio Epidemiologico 
della Regione Lombardia, unpublished data, 1986), 
at Portogruaro (Veneto) 43.4 (De Salvia, 1987), at 
Verona-Sud 87.2 (Tansella ef al, 1986), while at 
Reggio Emilia and West Bologna it is 63 and 158, 
respectively (Berti Ceroni ef al, 1987). The reason 
why these figures are almost always lower than those 
published for other countries, e.g. at Aarhus 
(Denmark) where rates of 99.3 per 100000 in- 
habitants have been recorded (Munk-Jorgensen & 
Tansella, 1986), could lie in the Italian tendency to 
treat elderly patients with emotional problems in 
geriatric wards, i.e. outside the specialised psychiatric 
circuit (in Trieste, in the north-east, and in some 
other centres, there is a definite and official cut-off 
point at age 65 which of course reduces the figures 
for psychiatric demand. 
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At this stage in the analysis it could legitimately 
be asked what kind of user has recourse to the district 
services and whether the changes in the latter have 
led to changes in the demand for care. However, 
again, unfortunately, no national data are available, 
and the only reliable resources are those obtainable 
through local surveys. Several characteristics have 
emerged from such surveys. ` 


(a) Sex and age 


The majority of users of the district services are 
women (2.4% excess compared with national 
demographic figure). This difference is more marked 
in services located in the north, with inter-sex 
differences of 48.8%, 20%, and 17%, respectively 
(Bartolotti et a], 1985; Salvia et al, 1986; Brignone 
et al, 1987); the difference is less in the centre (15.6%) 
(Crepet et al, 1987) and in the south (14.6%) (Marino 


7 & Pane-Rinaldi, 1981), where there can even be a 


majority of males ( — 30%) (Montella & Zito, 1982) 
(— 10%) (Muscettola et al, 1987). 

„One common feature is the small number of 
elderly persons (over 65 years of age) cared for by 
the services compared with the population at large. 
In some psychiatric services these figures are 
confirmed, although to varying extents: at Verona 
the relative number of users aged 14—24 years is three 
times greater than for those over the age of 65, at 
Naples it is twice as high (Di Muzio & Corrivetti, 
1986), while at Portogruaro (near Venice) it is only 
39.8% higher (De Salvia & Tansella, 1985). The 
figures are similar in the metropolitan areas: in the 
city centre of Rome, where 23% of the population 
are elderly, only 79 use the psychiatric services 
(Crepet et al, 1987). A multicentre survey has 
confirmed the findings of the local ones: persons over 
the age of 60 account for 9% of the users of the 
district services, while 60% are aged between 18 and 
40 years (Bollini et a/, 1986). Explanations for this 
could lie either in the above-mentioned delegation 
of the care of the elderly to non-psychiatric 
institutions or in the ‘selection’ performed by 
psychiatric practitioners for the purpose of favouring 
those patients whom they consider likely to show 
greater psychotherapeutic improvement. This also 
appears to emerge from the analysis of district service 
users carried out by Grassi (1988) for the Emilia 
Romagna region. 


(b) Professional status 


Job status seems to be an important feature of 
district service users: the jobless account for three 
times as many users as the population at large, and 
those in search of their first job two to three times 


as many (Grassi & Tartari, 1986; De Salvia et al, 
1986; Grassi, 1988). According to a survey carried 
out by the Biometrics Institute of the University of 
Pavia, the unemployed account for an even higher 
number, up to four times as many as the population 
at large (Cappelletti e? a/, 1988). 

There is a general tendency for changes to 
occur in the social class of the district service users, 
marked by an increase in frequency for the 
upper classes. According to Martini ef al (1985) the 
category of employed users rose by 38% to 48% 
shortly after the reform (1978—82), while unemployed 
users (jobless, pensioners, handicapped, housewives) 
fell from 64% to 54%. This could mean that the longer 
the service’s experience and its relations with the 
people, the more likely the users are to take on 
characteristics similar to those of the population at 
large and to shed those typical of the psychiatric 
hospital. ; 


(c) Psychiatric diagnosis and long-term care 


Some research has shown that the district services 
have to deal with a large number of patients 
with diagnoses of schizophrenic psychosis or 
affective psychoses (Maestri et al, 1983; Braidi et al, 
1985; Zimmerman-Tansella et al, 1985) and that 
this type of user has increased in number in recent 
years (Braidi ef al, 1985). A survey carried out at 
Padua showed that schizophrenic disorders, 
depressive psychoses, and major affective psychoses 
are the most frequent pathologies (23.7 cases per 
100000 inhabitants); if we examine the psycho- 
pathological distribution between 1977 and 1985, 
it is seen that the disorders that become increasingly 
frequent -among the district service users are 
anxiety states (from 18.4% to 50%), affective 
psychoses (from 8.3% to 21.7%), and depressive 
psychoses (from 0.0% to 14.3%) (Carucci et al, 
1987). These figures are confirmed by the multicentre 
survey carried out by Muscettola et al (1987). 
According to several authors, the ratio between 
annual incidence of psychoses (excluding organic 
psychoses) and that of neurosis (including 
psychosomatic disorders) is between 1: 2.8 (Morosini 
et al, 1985) and 1:1.7 (De Salvia et al, 1986). 
Furthermore, it is interesting to note that the 
incidence of the psychopathological forms varies 
according to the duration of the relationship with 
the district service: persons receiving long-term care 
(over two years) more frequently have a diagnosis 
of psychosis (45.5%) (Cappelletti et al, 1988). 
Considerations concerning changes in the type of 
user cared for by the district services lead us to a 
crucial problem of long-term psychiatric treatment. 
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What is the present relationship between the new 
organisation of care and the need for long-term care? 

According to the most reliable estimate, users 
requiring long-term care (those who are ‘ooked after 
by the service for at least three months per year 
without interruption) account for 25% of the total 
number of service clients (De Salvia ef al, 1986). 
However, this population is extremely complex in 
terms of care and therapeutic needs. The 'new long- 
term users’ (those who have never been admitted to 
a psychiatric hospital) are less than one-third of the 
number of ‘old long-term patients’ in the psychiatric 
wards before 1978 (Zimmerman-Tansella ef al, 1985), 
and the latter have shown a tendency to decrease in 
number over the past few years (Mignolli ef a/, 1984). 

The prevalence rates reported in the Italian 
psychiatric records are lower than in other countries. 
For instance, both at Verona and Portogruaro the 
incidence of long-term patients is respectively 42.8 
and 29.5 per 100 000 inhabitants. With reference to 
the same problem several authors have used the term 
‘high users’ (which is generally used in connection 
with users treated by a service at least once every 
three weeks for a whole year). In this case the annual 
prevalence rate of these persons is 37 per 100 000 
inhabitants and, at least in the Bologna area, has 
shown a certain tendency to increase in recent years 
(Berti Ceroni et al, 1987). 


Psychiatric units in the general hospitals 


In 1984 there were 236 such services, one for every 
three district services. However, even though they 
have increased in number by 23.3% between 1981 
and 1984, they are still spread very unzvenly over 
the national territory, as are the district services: 
50.4% of the 3113 beds are located in the north and 
the bed:population ratio ranges from 1:7400 in 
Trentino-Alto Adige to 1:58 000 in Lazio (Cardea 
& Frisanco, 1987). 

The total number of admissions to the psychiatric 
units in the general hospitals was 54 104 in 1984, 79% 
of which were voluntary. However, this figure is a 
national average, and does not reflect the wide 
variety of local circumstances. For instance, it can 
be as low as 50% in those geographical areas in which 
there are few district services or where community 
care facilities are lacking. The activity of these 
services is constantly increasing. The absolute 
number of admissions (confirmed also by the rate 
per 100 000 inhabitants) points to a rising overall 
trend, although the local values vary widely. In 
Lombardy between 1983 and 1986 there was an 
increase of 8.4% (Osservatorio Epidemiclogico della 
Regione Lombardia, unpublished data, 1986), in 
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Veneto between 1985 and 1987 4.8% (Osservatorio 
Epidemiologico della Regione Veneto, unpublished 
data, 1988), in Sicily 17% between 1986 and 1987 
(Crepet et al, 1987), in Emilia Romagna 66.8% 
between 1981 and 1986 (Osservatorio Epidemiologico 
della Regione Emilia Romagna, unpublished data, 
1985), and 124.3% in Tuscany between 1981 and 1987 
(Osservatorio Epidemiologico della Regione Toscana, 
unpublished data, 1988). If all the admitting insti- 
tutions are considered (i.e. not only general hospitals 
but also private hospitals and university clinics), this 
increase is further confirmed: between 1980 and 1987 
the number of beds rose 9.2% (from 5383 to 5877) and 
the number of in-patients (total admissions plus those 
present on 1 January each year) by 32.8% (from 
67 184 to 89 221) (ISTAT, unpüblished data, 1989). 

Another interesting figure is that of the average 
hospital stay. Nationally, this was 12.8 days in 1985, 
considerably higher than the lower limit of one week 
provided for in the reform for compulsory admissions 
(Cardea & Frisanco, 1987). It is interesting to note 
that this value has displayed an opposite trend to that 
of the number of admissions. With the exception of 
extreme cases like in Rome (where there are only 50 
beds for a population of more than three million) 
which increased from 9.9 days in 1984 to 12.1 in 1985 
(D'Angeli et al, 1987), in Sicily between 1985 and 
1988 it fell from 13.50 to 13.18 (Osservatorio 
Epidemiologico della Regione Sicilia, unpublished 
data, 1988), and in Emilia Romagna from 15.2 in 
1981 to 14.5 in 1986, and in Veneto from 14.02 in 
1985 to 13.77 in 1987 (Osservatorio Epidemiologico 
della Regione Veneto, unpublished data, 1988). This 
decrease was even more marked in Tuscany, i.e. from 
13.1 to 7.4 between 1981 and 1986 (Osservatorio 
Epidemiologico della Regione Toscana, unpublished 
data, 1988). The only other exception was Lombardy, 
with an increase of 23.4% (rising from 9.4 days in 
1983 to 11.6 in 1986) (Osservatorio Epidemiologico 
della Regione Lombardia, unpublished data, 1986). 
This could indicate an increasingly improper use of 
hospital admissions for psychiatric purposes (increas- 
ing the number of short ‘social’ admissions) or else 
of a deterioration of the relationship with the district 
services: the precipitate discharge of a patient could 
increase the risk of a relapse. 

This hypothesis is confirmed by the available data, 
which indicate that the patients with long-term 
hospitalisation are those in the care of the district 
service which had treated them previously (Asioli ef 
al, 1986). In this connection it is interesting to note 
that the majority of the patients (44% nationally, 
77.6% in the south) are admitted, on average, only 
once a year. This seems to indicate that either a 
considerable proportion of these admissions is not 
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due to true psychopathological necessity or else some 
of the patients make use of other admitting 
institutions. The first hypothesis is supported by the 
results of the CENSIS-LABOS survey, which 
emphasised that, in the opinion of the administrators 
of psychiatric units in general hospitals, 83% of 
admissions could have been avoided had the district 
services been capable of treating the patient in the 
period preceding the ‘crisis’ and if suitable alternatives 
to hospital admission had been available (e.g. 
crisis centres, day hospitals) (Cardea & Frisanco, 
1987). 

However, it cannot be claimed that any direct 
relationship exists between a boosting of the 
organisation or the district services and a reduction 
of the psychiatric units in the general hospitals. 
Comparing the admission rates of the psychiatric units 
in general hospitals in regions with different district 
_ Services, somewhat contradictory results are obtained: 
^ very high figures are obtained for Lombardy and 
Veneto (277 and 247 admissions per 100000 
inhabitants, respectively, in 1986 and 1987) where 
district services activity is lower than in Tuscany, in 
which the admission rate nevertheless remains 
high (211.3 per 100 000 inhabitants) (Osservatorio 
Epidemiologico della Regione Toscana, unpublished 
data, 1988). Where there are few district services, for 
instance in Sicily, the rate is much lower (123.4) 
(Osservatorio Epidemiologico della Regione Sicilia, 
unpublished data, 1988). This could be at least be 
partly explained in terms of the different size of the 
private hospital sector. In Emilia Romagna, for 
example, where there are more private than public 
centres admitting patients, the rate is very low (112.8) 
(Osservatorio Epidemiologico della Regione Emilia 
Romagna, unpublished data, 1988). 


User admission to the psychiatric units in 
the general hospitals 


Unlike the district services, the average age of in- 
patients is quite high: 58% are over the age of 45, 
while those under the age of 24 account for 14% 
(Asioli et al, 1986; D'Angeli et al, 1987). Another 
characteristic of these in-patients is the difficulty they 
experience in settling back into a job. The majority 
either remain unemployed, or are unskilled workers 
and housewives; 44% have had less than five years 
of schooling. The admission diagnoses of the in- 
patients are very similar to those of the district 
„ service users: both multicentre and local surveys 
K agree in identifying psychoses as the most frequent, 
even though the estimated incidence varies between 
27.7% and 65.9% of total admissions (Borsato et 
al, 1981; Manghi & Carelli, 1985; Asioli et al, 1986; 


Ballone & Contini, 1986). If the total number of 
admissions between 1980 and 1986 is taken into 
account (including those in university and private 
hospitals) an interesting fact emerges: despite the 
increase in the number of admissions, there is a 
reduction in the admission rates of all diagnostic 
categories with the sole exception of those referring 
to schizophrenia in women aged between 20 and 24 
years (-- 28.9070), between 25 and 49 (+ 6.9%) and 
over 60 (-- 9.19), and in neuroses in women between 
10 and 19 years (+ 17.9%) and between 20 and 25 
years (+ 25.2%) (ISTAT, unpublished data, 1989). 
These figures could therefore be indicative of an 
increasing misuse of psychiatric admission, for non- 
psychotic patients. 


The community care facilities 


This sector has already been seen to be the weak link 
in the organisation of Italian psychiatric care. The 
need for community care has increased since the 
closing of the psychiatric hospitals raised fresh 
problems related to the psychosocial rehabilitation 
of the patients discharged, as well as of those 
psychiatric patients who, although never previously 
admitted, required care which the out-patients 
department or regular hospital ward were unable to 
provide. Community care facilities comprise a 
number of different services, such as family homes, 
protected communities, crisis centres, and day 
hospitals. According to the 1984 CENSIS-LABOS 
survey, there were 298 such facilities in Italy at the 
time (including 50 day hospitals), distributed as 
follows: 37.3% in the north-east, 22.8% in the north- 
west, 20.5% in the centre, 11.7% in the south, and 
7.7% on the islands (Cardea & Frisanco, 1987). It 
is noteworthy that nursing staff account for 62% of 
the personnel attached to community care facilities, 
and that only one-third of the total were specifically 
taken on for this kind of service in the years 
following the reform. According to the national 
figures the majority of these centres function as 
rehabilitation centres (45.2%) and only a minority 
also provide psychotherapy (32.3%) (Cardea & 
Frisanco, 1987). 

An examination of some of the regional data 
shows that, again, although there has been an 
increase in the number of community care facilities, 
there is very little overall change. This is true, for 
instance, of Veneto, where the number of 'alternative' 
facilities (i.e. protected homes and family homes) 
increased by 74.4% between 1985 and 1987 (from 
43 to 75) (Osservatorio Epidemiologico della Regione 
Veneto, unpublished data, 1988) and of Lazio, with 
an increase of 19.2% (from 26 to 31) between 1985 
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and 1988. In Emilia Romagna, on the other hand, the 
number of ‘alternative’ facilities decreased by 2.4% 
(from 170 to 166) between 1984 and 1986, and the 
number of in-patients rose by 1.4% (from 959 to 972) 
(Osservatorio Epidemiologico della Regione Emilia 
Romagna, unpublished data, 1988). Urfortunately, 
no information is available on the way these facilities 
function, the type of user they cater Zor, and the 
possible effects of the various treatment forms used. 


Discussion 


It has not been possible, in a short article, to deal 
with several important aspects such as relations with 
university clinics and private nursing homes, and 
personnel training. Nevertheless, the following can 
be stated. 

(a) There is a gradual decrease in the number of 
persons cared for in public and private 
psychiatric hospitals (especially in public 
ones), although mortality tends to become an 
increasingly important factor in this trend. 
Only scanty data are available cancerning the 
conditions of discharged patients, and it is not 
possible to quantify the proportion of those 
denied adequate care. The quality of the care 
extended to those who remain in hospital falls 
far below an acceptable level, although there 
has been no decrease in the ratio between in- 
patients and practitioners. Ever though it is 
explicitly prohibited by law, mary psychiatric 
hospitals still agree to admit both discharged 
in-patients and those never previously admitted. 
This makes it most unlikely that the use of 
these services for psychiatric purposes will be 
abandoned in the near future. 

(b) Despite the difficulties related to :he intentions 
and capacity of central and local public 
administrators, the network of new (district 
and hospital) services is slowly becoming 
extensive, at least in number. However, these 
new services are spreading in very uneven 
fashion with regard to conditions in the whole 
country (imbalance between north and south) 
and at the regional level (imbalance between 
urban and rural areas, between large cities and 
smaller ones). Furthermore, the numerical 
increase in the district services mainly involves 
the setting up of consulting rooms that are 
open only a few hours per week. 

(c) The organisation of the new services has so far 
benefited hospital and out-patient services, to 
the detriment of the intermediate facilities. Co- 
ordination and co-operation between the 
district service care stage and the hospital stage 


(therapeutic continuity) are often inadequate 
or left to the initiative of individual 
practitioners. Moreover, particularly in the 
metropolitan areas, the district services are 
being converted into psychotherapy consulting 
rooms and outside activities (home visits, 
rehabilitation activities) are being abandoned 
to an increasing extent. 

(d) The increasing spread of the district services 
does not seem to have been accompanied by 
any reduction in hospital admissions: the 
number of admissions to both psychiatric units 
in the general hospitals and private nursing 
homes and university clinics is increasing, 
together with the number of days spent in 
hospital, while the percentage of non-voluntary 
admissions and the average period of hospital 
stay are decreasing. 

(e) The lack of community care facilities, while 
slowing down the rate at which psychiatric | 
hospital problems can be overcome, also 
encourages the persistence and spread of 
*speculative' forms of care (both non-govern- 
ment funded psychiatric services and private 
care services for elderly or handicapped 
persons) which escape public control and co- 
ordination, and do not ensure improved 
quality of care. 

(f) The decreasing utilisation of the institutional 
psychiatric organisation is confirmed also by 
the falling number of in-patients in forensic 
hospitals (— 36.5% between 1970 and 1985) 
(Manacorda, 1988). 

(g) Some mental health indicators seem to point 
to a rapid expansion of certain forms of mental 
disorders in the Italian population. There have 
been significant increases in the sales of 
psychoactive drugs (+40.5% between 1981 
and 1987) (Farmindustria, 1988), the suicide 
rate (+56.5% between 1980 and 1987) 
(ISTAT, unpublished data, 1989), and death 
rate due to psychological causes (+ 63.5% 
between 1981 and 1984) (ISTAT, unpublished 
data, 1989). However, these figures are 
partially contradicted by those for admissions 
due to psychological causes, which fell by 
11.1% between 1981 and 1984 (ISTAT, 
unpublished data, 1989). It can be postulated, 
therefore, that the spread of certain mental 
disorders (in particular, the less serious forms) 
is also increasing outside the psychiatric , 
services network. This points to a further”. 
demand for care placed on basic medicine and 
the other social health services, and suggests 
new topics of epidemiological research. 
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The Effect of Research on Readmission to a Psychiatric Hospital 


O. BEN-ARIE, A. KOCH, M. WELMAN and A. F. TEGGIN 


The effects on outcome of research Into the course of psychiatric illness are controversial. 
This study examines a cohort of research patients involved in an outcome study in which 
the research and clinical teams were kept separate. While research intervention of this nature 
would not be expected to Influence outcome, the research cohort had fewer readmissions 
than non-research controls. This occurred despite the presence of factors which would be 
expected to be associated with a contrary result. It is stressed that the confounding effects 
of research need to be taken into account when designing follow-up studies and evaluating 


outcome results. 


While there is much evidence that studies designed 
to assess the course of psychiatric illness may in 

_ themselves influence outcome, the direction of this 
influence is uncertain. Some studies indicate that 
patients involved in research do better (Braff et al, 
1979; Carroll et al, 1980; Koesis et al, 1981), while 
other authors suggest the opposite (Epstein & 
Janowsky, 1969; Jacobs & Kotin, 1972; Reich 
& Weiss, 1975). 

The present investigation was undertaken to assess 
whether and in what way research procedures may 
have affected outcome in a large study designed to 
assess the course of major psychiatric disorder in a 
cohort of patients. We were concerned that the study 
itself may have influenced the results, particularly 
because of the Hawthorne effect (Roethlisberger & 
Dickson, 1939), which may have led to improved 
performance in response to knowledge by patients 
that they were subject to study. 

The original study set out to assess the course of 
patients with illness severe enough to warrant 
admission to the general wards of a large psychiatric 
hospital in Cape Town (Valkenberg Hospital). The 
research patients were selected sequentially, every 
third admission being included. These patients were 
intensively assessed on index admission by way of 
interviews with patients and relatives, and home visits 
by psychiatric nurses. Psychiatric status and social 
circumstances were investigated and the Present State 
Examination (PSE; Wing et al, 1974) was admini- 
stered. This group was followed up at six-monthly 
home visits by specially trained research psychiatric 
nurses for two years after index discharge (Gillis er al, 
1985). At each visit the patient and family were 
yinterviewed and the PSE repeated. 
^ The research team, consisting of psychiatrists and 
psychiatric nurses, worked independently of the 
clinicians and made every attempt not to become 
involved in or to influence the treatment programme 
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or to convey information about research patients to 
the clinical teams. 

The selection took place over eight and a half 
months until the required number of patients 
had entered the study (n = 160). Patients who had 
repeat admissions during this period were liable for 
selection at any of these admissions, unless previously 
selected. 

For the purposes of the present study, readmission 
to hospital was selected as the criterion of outcome 
measure. Falloon et al (1983) have summarised the 
arguments in favour of using readmission as a 
measure of outcome in comparative studies. It has 
also been used as a criterion for comparing treat- 
ments in many earlier trials (Hirsch et al, 1973), and 
8s one of a number of important outcome measures 
(Strauss & Carpenter, 1977). Furthermore, although 
not all readmitted patients have relapsed, a majority 
of relapsed patients are readmitted (Hogarty & 
Ulrich, 1977). Thus we considered readmission to be 
a valid measure for this study, which was designed 
to compare retrospectively outcome in two groups 
of patients who differed only in that one group was 
involved in a research programme. 


Method 


For the present study, all patients admitted to the same 
wards during the period of the original study but not 
selected for inclusion in the research group formed the 
controls (n = 309). Comparative data concerning this group 
were gathered retrospectively from the hospital records. The 
groups were compared with respect to demographic data, 
previous admissions, post-discharge care, and readmissions. 

The method of selection led to a higher number of 
previous admissions in the research group. Every patient 
admitted or readmitted to hospital during the selection 
period had an equal chance of inclusion in the research 
study at each admission (if not previously selected); thus 
patients admitted more frequently during that period were 
more likely to be selected for inclusion in the research group. 
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Results 


There were no significant differences between the research 
and control groups in terms of age distribution, social class 
(as determined by occupational status before admission) 
or the prevalence of various diagnoses on index admission 
(Table I). The sex distribution of the two groups also 
showed no significant difference, 46% of the research group 
being male as against 52% of the controls. 

The control group contained a significantly higher 
proportion of cannabis abusers. A significantly greater 
proportion of patients in the research group had had 
previous admissions, which was not unexpected in view of 
the method of selection as described above. It was also 
found that the mean number of previous admissions per 
patient was higher for the research group than for the 
controls. This was true for total previous admissions as well 
as for admissions in the previous five years. The mean 
duration of the index admissions was also significantly 
greater for research patients than for controls. 

During the two-year follow-up, a considerably lower 
proportion of research patients than controls were readmitted 





TABLE I 
Comparison between research and control groups on index 
admission 
Research Control 
(n2160) (n=309) 
Age distributlon: years 
0—29 21% 26% 
30-44 26% 22% 
45-59 22% 22% 
60+ 31% 30% 
Professional status 
Skilled 93% 82% 
managerial 34% 26% 
technical 21% 23% 
mechanical 38% 33% 
Unskilled 7% 18% 
Diagnostic groups (on index 
admission) 
Schizophrenic disorder 27% 26% 
Affective disorder 39% 31% 
Organic disorders 24% 30% 
acute 18% 25% 
chronic 6% 5% 
Other disorders 10% 13% 
Cannabis abuse 
Abusers 9%* 19%* 
Non-abusers 91%* 81%* 
Previous admissions 
Patients with previous admissions 63%* 41%* 
‘ Mean no. of total previous 
admissions 2.2" 1.4* 
Mean no. of admissions in 
previous 5 years 1.3* 0.7* 
Mean duration of index 
admission: days 90.0* 44.0* 


*P« 0.01 (z test for differences between proportions). 
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to hospital (Table II). When patients in the former group 
were readmitted, however, the mean duration of their stay 
was significantly longer. Special visits for research excluded, 
the research group had more clinical post-discharge contact 
with the community services, and attended out-patient 
clinics more regularly. 


Discussion 


The results indicate that a group of research patients 
who had been admitted for psychiatric disorder had 
a better outcome in terms of readmission than non- 
research controls on two-year follow-up. This finding 
may partly be explained by the Hawthorne effect, 
as the research patients were aware of the increased 
attention focused on them; it is the nature of this 
attention which was studied. The expectations of 
investigators can be ruled out as a causal factor as 
there was no conscious expectation that the research 
group would have a better outcome than other 
patients admitted over the same period. 

The improved outcome was particularly surprising 
as certain factors were present which might have been 
expected to lead to an increase in the readmission 
rate. One was the research group's significantly 
greater number and frequency of previous admis- 
sions, which has been shown to be associated with 
an increase in subsequent readmissions (Buell & 
Anthony, 1973; Lorei & Gurel, 1973; Solomon et al, 
1984; Gillis et al, 1986). In addition, the research 
patients attended clinics more frequently after 
discharge and it has been found that regular attenders 
at out-patient clinics have higher readmission rates 
than less frequent attenders (Kirk, 1976). 

There are a number of factors which may explain 
the findings of this study. The clinical teams were 
very aware of the research programme and may have 
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felt that their diagnosis and management were under ` 


scrutiny. They could easily identify the research 
patients because their hospital folders were colour 


TABLE II 
Readmıssion and after-care: comparison of groups 


Research Control 
group group 
(n= 160) (n 2309) 
Readmissions within 2 years 
of index discharge 
No. of patients readmitted — 50 (31%)* 158 (51%)* 
Mean duration of readmis- 
sions: days 87.0* 61.0* 
Patients receiving home visits 
for clinical purposes 14%* 6%* 
Regular out-patient attenders 715%* 60%* 


*P<0.01 (z test for differences between proportions). 
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coded, and this in turn could have led to a more 
thorough clinical assessment and treatment of these 
patients. The findings that the research patients had 
longer hospital stays during both index and subse- 
quent admissions and that the clinical teams requested 
more home visits to research patients than controls 
support this explanation. Furthermore, a considerable 
amount of additional information was gathered 
about the research patients, and despite all efforts 
to withhold this from the clinical teams, some may 
have filtered through and had an influence. 

The research patients and their families were also 
visited regularly by researchers during follow-up, and 
a recent study indicates that home visits are an 
important factor in ensuring compliance with after- 
care and medication (Gillis, 1990). Although investi- 
gators were specifically instructed not to involve 
themselves in management, there were a few 
instances where urgent attention was so essential that 

‘the research community nurses decided that they 
could not ethically refrain from intervening. 

A possible factor that may have led to the higher 
readmission rate in the control group is the greater 
prevalence of cannabis abuse, which has been shown 
to be associated with an increased probability of 
readmission (Ben-Arie, unpublished data). The 
significantly higher number of cannabis abusers in 
the control group can be explained only by chance. 

The increased number of home visits to the 
research patients requested by the clinicians as well 
as their better out-patient attendance may have 
resulted in minor relapses in the research group being 
managed extramurally. The research patients may 
thus have been readmitted only when more severely 
ill, and this may partly explain their longer in-patient 
stay on readmission. 

The findings support the conclusion that the 
clinicians devoted more attention to the research than 
to the control group in terms of in-patient and out- 
patient care and follow-up. Although no causal 
relationship between research activities and the lower 
readmission rate has been demonstrated, it would 
appear that the combined effect of more information 
about patients undergoing research and the direct 
therapeutic effect of research contacts could have 
led to longer in-patient stay and better patient 
compliance. 

This finding, that is that research procedures exert a 
significant influence on at least one measure of outcome, 
needs to be taken into account when designing studies 
to assess the outcome and efficacy of treatment. 
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Prison Suicide in England and Wales, 1972-87 


ENDA DOOLEY 


The case notes of 295 suicides (98.396 of the total) in prisons In England and Wales between 
1972 and 1987 were studied. This period has witnessed an Increase in the suicide rate far 
in excess of the rate of rise Ir the prison population. The most common method of suicide 
was by hanging, usually at night. There was a frequent past history of psychiatric treatment 
and self4njury. People charged or convicted of violent or sexual offences were over-represented, 
as were those serving life sentences. There was an association between suicide and both 
guilt for the offence and being charged or convicted of a homicide offence. Some suicides 
occurred many years after reception into prison. Routine enquiry about previous suicide 
attempts must be implemented, along with better, ongoing, active communication between 


staff and inmates. 


Suicide in prison has been a matter pf increasing 
concern. Until the study by Topp (1979), most work 
investigating this phenomenon had been done in 
North America (Danto, 1973; Burtch & Ericson, 
1979). The rate of suicide in prison was last estimated 
at approximately four times that in the general 
population (McClure, 1987), and this high rate has 
led to a number of official inquiries and reports 
(Home Office, 1984, 1986; Scottish Home and 
Health Department, 1985; Phillips, 1986; Backett, 
1987). 

In the USA concern has focused on the suicide rate 
in local gaol facilities, as opposed to federal peniten- 
tiaries, which have suicide rates up to 12 times that of 
the general population (Charle, 1981; Hayes, 1983; 
Stone, 1984). This has led to the development of a 
number of programmes aimed at training staff to 
detect at-risk inmates and to familiarise them with 
sources of help for these inmates (Finnerty, 1981). 

Following the Report of the Working Group into 
Suicide Prevention (Home Office, 1986), the Prison 
Department in England and Wales instituted screening 
procedures to try to assess inmates at risk for suicide. 
Unfortunately, 1987 was by far the worst year to 
date for suicides in English prisons, and failure to 
implement these procedures properly has led to 
severe criticism (Home Office, 1988). 

The present study was undertaken to describe the 
characteristics of a large number of prison suicides 
and to attempt to assess motivation. 


Method 


Information was obtained on all unnatural deaths in 
all prisons (including remand and youth custody centres) 
in England and Wales over 1972-87 inclusive. Those 


deaths that did not receive a suicide verdict from 
the coroner are the subject of a separate study (in ` 
preparation). 

During this period 300 prison deaths received a verdict 
of suicide. An attempt was made to examine all available 
Prison Department Personal (PDP) files, but in five cases 
this was not possible. These files are kept for 20 years after 
death and contain information on the inmate's background, 
previous offences, previous periods in custody, etc. They 
also contain accounts and statements from various members 
of the prison staff (governor, medical officer, chaplain, 
wing officers, etc.) and other inmates regarding the 
circumstances of the death. In most cases there is an account 
of the coroner's inquest together with relevant media 
comments. The reports detail the circumstances of the 
inmate's reception into prison, any difficulties encountered 
(either domestic or within the prison), and particular sources 
of stress for the inmate. Copies of suicide notes or other 
comments attributed to the suicide would also be included, 
if available. 

In assessing the motivation for the suicide the main 
emphasis was placed on any suicide note left by the inmate. 
In the absence of any direct indication of motive, the 
comments of staff or other inmates relating to the death 
were taken into account. Information arising in the course 
of the inquest was often important in assessing the effects 
of outside factors. 

Factors relating to the prison situation included such 
items as (a) imprisonment being intolerable (unable to face 
the possibility/length of sentence; unable to cope with the 
regime; fcar of intimidation, actual or perceived victim- 
isation by other inmates, etc.); (b) lack of communication 
(no visits/letters; failure of a visitor to arrive; etc.); and 
(c) inability to cope with confinement due to low frustration 
tolerance, etc. Outside pressures included (a) threat to a 
close relationship (divorce, separation, ‘Dear John’ letters, 
ostracism after family finds out about offence, etc.) and » 
(b) receipt of bad news (domestic problems, failure of 
appeal, etc.). 

For the purpose of analysis the motive for the suicide 
was recorded as being due to (a) factors relating to the 
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prison situation; (b) outside pressures; (c) guilt for the 
offence; and (d) mental illness. 


Results 


Table I presents details of the suicide rate between 1972 
and 1987 broken down into four-year segments. The rate 
of increase in suicide has been far greater than might have 
been predicted from the rise in the prison population. Of 
the 300 suicides, PDP files could be located for 295, and 
the results discussed below are based on this total. 


Demographic characteristics of the inmates 


Two hundred and ninety (98.3%) of the suicides were male 
and five (1.7%) were female. Females were somewhat 
under-represented compared with their numbers in the 
prison population (c. 3%) but the difference was not 
significant. The characteristics of the female suicides did 
not differ significantly from those of the males and, 
therefore, they were analysed jointly. The mean age of the 
suicides was 32.9 years (s.d. 10.7, range 15-79 years). Sixty- 
three (21.4%) of the suicides were married at the time of 
death, 158 (53.6%) had never been married, 58 (19.6%) 
were separated, divorced or widowed, 13 (4.4%) had killed 
their spouse, and in three cases (1.0%) the marital status 
was not recorded. Unfortunately, data regarding the marital 
status of the general prison population was not recorded. 

The suicide group did not differ significantly from the 
prison population in regard to ethnic origin. Although not 
routinely recorded it was possible to establish ethnicity from 
a variety of sources including post-mortem and coroner's 
reports, media comments, and the various reports submitted 
by prison staff following the suicide: 247 (83.7%) were UK 
white or Irish, 18 (6.1%) were Afro-Caribbean, and 30 
(10.2%) were Asian or others. The proportions for the 
general prison population in 1987 were 83%, 9%, and 8% 
respectively. 

From the limited information available in the records 77 
(26.1%) of the suicides were either of no fixed abode or 
living alone before imprisonment, a further 182 (61.7%) 
were living in some contact with others (including hostels, 
lodging, etc.), and in 36 (12.2%) cases the social situation 
was unknown. 


Circumstances of the suicide 


Timing 


There was a significant excess of suicides in the third quarter 
of the year (July-September): 98 (33.1%) occurred during 
this period compared with 197 (66.9%) in the rest of the 
year (x? — 4.83, d.f.=1, P« 0.04). The number of suicides 
on any particular day of the week did not vary significantly. 
Almost 50% of the suicides were between midnight and 
8 a.m., with the remainder evenly spread between the day 
and evening (Table II). 

Fifty-one (17.3%) of the suicides occurred within one 
week of reception into prison, 84 (28.5%) within a month, 
151 (51.2%) within three months, and 227 (76.9%) within 
a year of reception into prison. Sixty-eight (23.1%) of the 
suicides had been in prison over a year when they killed 
themselves. 


Method of suicide 


The vast majority killed themselves by hanging, usually 
from the cell window bars. Small numbers died from other 
methods (Table II). 


Circumstances of custody and criminal history 


An average of 11% of people in custody were detained on 
remand. À significantly disproportionate number of those 
who killed themselves did so while on remand (Table III). 
Even so, few of either those on remand or those sentenced 
were new to imprisonment: 217 (73.6%) had a history of 
previous convictions and 168 (56.9%) of the whole group 
had been in prison custody previously. When the group of 
140 sentenced suicides was examined it was found that a 
very significantly higher proportion were serving longer 
sentences (four years or more) compared with the general 
prison population (Table III). Over 25% of sentenced 
suicides were serving life sentences. In five cases the length 
of sentence was not known. 

Freud (1917) regarded suicide as a form of inwardly 
directed aggression, and it was felt that those committing 
suicide in prison were more likely to have a history of violent 
offending. This turned out to be true, in that the suicide 
group contained a significantly higher proportion of people 


TABLE I 
Prison suicides 1972-87 
1972-75 1976-79 1980—83 1984-87 Increase (%) 
1972-75 to 
1984-87 
Total receptions 544 760 572 277 642 826 671 170 23% 
Average daily 37 947 41 757 43 185 46 181 22% 
population (ADP) 
Suicides 47 69 80 104 121% 
f Suicides per 8.6 12.1 12.4 15.5 80% 
^ 100 000 receptions 
Suicides per 31 41 46 56 81% 
100 000 ADP 
Range 16-38 26-50 42-51 36-87 
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TABLE II 
Time and method of suicide 











No. 9 
Time 
00.00-08.00 140 47.4 
08.00-17.00 74 25.1 
17.00-24.00 76 25.8 
Unknown 5 1.7 
Method 
Hanging 266 90.2 
Cutting neck 4 1.4 
Other cutting 5 1.7 
Smoke/burns 2 0.7 
Drug overdose/poisoning 11 3.8 
Other 7 2.4 
TABLE III 
Suicide by stage of custody and by length of sentence 
Suicides Prison 
population 
(1972-87 
average) 
No 5 *5 
Stage of custody 
Remand 139 47.1 11.1 
Sentenced 140 47.5 83.1 
Convicted and 16 5.4 4.3 
awaiting sentence 
Non-criminal 0 0.0 1.5 


x7= 31.85; d.f.=1; P<0.0001, 
for remands v. others 


Length of sentence! 


<18 months 22 16.1 54.3 
18 months-4 years? 37 27.0 28.1 
4-10 years 34 24.8 11.9 
>10 years (excluding life) 9 6.6 1.3 


33 25.5 4.4 
X = 44.64; d.f.=4; P« 0.0001 


1. For 135 suicides serving sentence at time of death. 
2. 3 years for young offenders and women. 


Life sentence 


who were charged with or convicted of a vidlent or sexual 
offence, when compared with the general sentenced prison 
population (Table IV). 


Psychiatric history 


Almost a third (97) of the suicides had a history of 
psychiatric contact and over a quarter (8C) had previous 
in-patient admissions; 85 (29%) had a past record of alcohol 
abuse and 69 (23%) of drug abuse. Sixty-seven (23%) had 
received some form of psychotropic medication in the 
month before suicide. In the 97 cases where a previous 
psychiatric history was established the primary diagnoses 
were as follows: psychotic illness (including drug-induced 


TABLE IV 
Suicide by most serious charge or conviction 


All Sentenced Sentenced 





suicides ^ suicides prison 
(n=295) (n=140) population 
% % $$ 
Violence against 
the person 
Murder 19.0 15.6 3.6 
Other 17.3 23.5 152 
Sexual offences 
Rape 5.4 3.5 1.7 
Other 4.8 1.4 2.9 
Acquisitive 
offences 33.6 39.0 61.3 
Other offences 
Arson 4.1 5.7 11 
Criminal damage 4.1 2.8 1.5 
Other 11.7 8.9 12.7 : 


X^ — 12.21; d.f. —3; P<0.01, sentenced suicides v. sentenced prison 
population. 


psychosis), 21 cases (22%); depressive illness or reaction, 
22 cases (23%); personality disorder, 25 cases (26%); 
alcohol or drug addiction, 13 cases (1399); other diagnosis 
or no diagnosis recorded, 16 cases (16%). 


Previous self-injury 


There was a record of deliberate self-injury in the past for 
126 (43%) of the suicides, and 65 (22%) had injured 
themselves during the present period of custody. The 
method of previous self-injury was markedly different to 
that used in the successful suicide in that the method used 
in 33% of cases was some form of overdose or poisoning 
and a further 33% cut their wrists or arms. Only 10% had 
previously used the same method as in the suicide. This 
reflects the limited availability within prison of potentially 
less fatal methods of self-injury and also the possibility that 
an inmate's previous self-injury had failed to achieve the 
desired relief of distress and so provoked the use of a more 
serious method. 


Medical examination 


A total of 155 people were seen by a doctor in the week 
before death. The reasons for examination are given in 
Table V. In only 48 cases (16.3%) was the risk of suicide 
noted and specifically acted upon. 


Motivation 


In 29 of the 295 cases (9.8%) no reason could be attributed 
for the suicide. Details of the motivation in the remaining - 
266 cases are outlined in Table VI. 

Of the 37 in the ‘guilt for offence’ group, 28 (76%) killed 
themselves on remand. This was significantly more than 
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TABLE V 
Reason for medical examination in week before suicide 
for 155 prisoners 


No. *5 
Reception interview 39 25.2 
Physical complaint 33 21.3 
Psychiatric review 61 39.4 
Threat of self injury 1 0.6 
Previous self-injury 5 3.2 
Other (adjudication, etc.) 16 10.3 

TABLE VI 
Motivation for suicide in prison 

No. % 
Prison situation 118 40.0 
Outside pressures 45 15.3 
.. Guilt for offence 37 12.5 
Í Mental disorder 66 22.4 


Not known 29 9.8 


expected by chance (x? — 14.19, d.f.=1, P« 0.01), as was 
the fact that 24 (65%) of this group killed themselves 
between midnight and 8 a.m. (Ê — 4.72, d.f. — 1, P« 0.04), 
indicating a very determined effort. A significantly greater 
proportion (6096) of the 'guilt' group were charged or 
convicted of a homicide offence (16.2% had killed their 
spouse) compared with the other motivation classes 
(2 —31.42, d.f.=1, P<0.0001). Similarly, the offence 
had a sexual component in 30% of this group and this was 
also significantly greater (x? — 15.86, d.f.=1, P<0.001) 
than the other motivation groups. 

Not unexpectedly a significantly greater proportion (71%) 
of the ‘mental disorder’ group had a history of previous 
psychiatric treatment compared with the other categories 
(0247.79, d.f. — 1, P« 0.0001). In addition people in this 

- group were significantly more likely to be single (x? — 9.09, 
d.f.=1, P« 0.01), or of no fixed abode or living alone 
62 = 66.89, d.f. —1, P« 0.0001). There was a trend for the 
‘mental disorder’ group to have previously injured 
themselves using potentially more serious methods (hanging, 
cutting neck, fire) and to have used the same method in 
the past as in the successful suicide attempt. 

The ‘outside pressure’ group tended to be more typical 
of the prison population than the others, that is they were 
more likely to have been charged or convicted of an 
acquisitive offence, to have previous convictions, and 
to have been married or living with others before 
imprisonment. 


Discussion 


K The rise in prison suicides has caused mounting 
^ concern. Although the average number of receptions 
and the average daily population (ADP) increased by 
over a fifth during the period of the study, the suicide 
rate, measured either per 100 000 receptions or per 


100 000 of the ADP, has increased by 80% over the 
same time. If 1987 is regarded as an exceptional year 
and excluded, the suicide rate per 100 000 receptions 
and per 100 000 ADP would have risen by 44% and 
48% respectively. 

Part of the increase may be explained by the rise 
in the remand population, which has been greater 
than the rise in the overall prison population (165% 
compared with 22%). The remand period is one of 
particular vulnerability for suicide (Topp, 1979; 
Hankoff, 1980) and this is confirmed in the present 
study. Furthermore, the rise in the prison population 
has led to serious overcrowding, and it is possible 
that this has had a further effect in exacerbating the 
suicide risk owing to the increased difficulties facing 
staff in providing support and supervision. 

It is difficult to explain the excess of suicides in 
the late summer months, as this differs from the 
pattern of suicide in the general population, which 
is maximal in the spring. The study by Hayes (1983) 
which examined suicides in US local gaol facilities 
came to a similar finding, with more suicides in 
September than in any other month. It is possible that 
a proportionally longer time may be spent on remand 
at this time because of court holidays, etc., but this 
would not explain the increase for sentenced men. 

The prison population contains an excess of men 
with known risk factors for suicide such as previous 
psychiatric history, previous self-injury, alcohol or 
drug abuse, and social isolation (Gunn et al, 1978). 
In the present study over 30% of people in the suicide 
group had a history of previous psychiatric treatment, 
and this is greater than the proportion of 22% ina 
sentenced population reported by Gunn ef al (1978). 

The mean age of the suicide group was 
significantly higher than the average for the prison 
population in that 56.4% were over 30 years of age 
compared with 33% of the sentenced prison popu- 
lation (x7=11.07, d.f.=1, P«0.001). This 
probably links with the fact that an excess of these 
prison suicides have a history of mental illness, in 
that the mentally ill in prison tend to be older than 
the general prison population. The people who killed 
themselves were more likely to have been convicted 
of more serious offences than those who did not, and 
were serving longer sentences. It may be that some 
of the people in this group could see little future for 
themselves either inside or outside prison. 

The group judged to have killed themselves 
because of guilt for their offence tended to do so 
early in custody (often during remand) and more 
often during the night hours. Of the 37 men in this 
group 13 (35%) killed themselves between 5 and 
8 a.m. Six (16%) of this group had killed their wives. 
It is possible that some of these men were suffering 


44 


from an undetected depressive illness, bearing in 
mind the type of offence and time of death. 

Although the prison suicide rate is rising, it still 
represents a small number of inmates in any one 
year, given the huge number of receptions into the 
prison system. Any attempt to predict such a rare 
event on the basis of risk factors shared by large 
numbers of prisoners is bound to suffer from large 
numbers of both false positives (considering inmates 
as being at risk who do not subsequently kill 
themselves) and false negatives (failing to detect 
inmates who subsequently kill themselves). In this 
study only 16% of the suicide group had been 
specifically noted as being at risk by prison staff, but 
a further problem in assessing risk is that it does 
change. Nevertheless, this figure is sinilar to that 
reported by Topp (1979), and Taylor & Gunn (1984) 
have commented on the under-recording of previous 
suicide attempts in prison medical records. 
Imprisonment, especially the remanc period, is 
characterised by much uncertainty regarding the 
future. Following sentence, especially a long 
sentence, there may be difficulty in maintaining 
contact with family, etc. The risk of potentially fatal 
self-injury may vary rapidly. 

One method recommended for reducing risk is to 
improve trust and communication between inmates 
and staff, thus facilitating disclosure of problems and 
the seeking of help (Correctional Services of Canada, 
1981; Home Office, 1986). This would appear to 
have more chance of success than monitoring 
inmates on the basis of their past history. 
Unfortunately, the situation where this procedure 
might be most helpful, that is in the remand centres, 
is where it is most difficult to implemert, owing to 
staff shortages and the rapid turnover >f inmates. 
Nevertheless, the past history of suicide attempts 
should be recorded as a routine. 

Successful steps in decreasing prison suicide are 
more likely to involve improving facilities for 
communication, either inside prison bv providing 
better access to staff such as probation officers or 
wing staff, or with the outside (family, girlfriend, 
etc.), possibly by allowing remand prisoners access 
to telephones under. supervision (Home Office, 
1986). Present screening procedures are unlikely to 
be helpful unless there are adequate staff resources, 
either to implement these procedures at reception, 
or to monitor and support at-risk inmates on an 
ongoing basis. Over 50% had specific medical 
intervention in the week before suicide. This would 
seem to indicate that monitoring and supervision 
need to be available at the time of acute stress. 

The fact that the vast majority of the 266 suicides 
by hanging (90% of the total) involved the inmate 
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hanging himself from the cell window bars, usually 
using clothing or bedding, has practical implications. 
One possible way of reducing suicide in prison would 


be to ensure that the cell window frame design ` 


gives as little opportunity as possible for tying 
8 knot. 

While much emphasis has been placed on the 
remand period as one of much disruption and a 
disproportionate number of suicides, it should 
be noted that 23% of the suicides involved men 
who had been in prison more than a year, in 
some cases men who had been in prison many 
years. Many of these men had never given any 
cause for concern while in prison and their deaths 
came as a surprise to all concerned. Suicide is 
probably impossible to prevent in this group who, 
without any apparent cause and without giving any 
warning, appear to take a ‘rational’ decision to kill 
themselves. 

While the single commonest motive for prison 
suicide is the inmate finding the prison situation 
intolerable, if those with profound guilt for their 
offence are taken as having reactive psychological 
disturbances (however appropriate to the situation 
the disturbance may seem) and are combined with 
those who have clear histories of recognised mental 
disorder, then internal psychological factors come 
a close second in terms of motivation for prison 
suicide. 
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Suicides Among Immigrants from the Indian Subcontinent 


V. SONI RALEIGH, L. BULUSU and R. BALARAJAN 


Suicides in England and Wales among immigrants of Indian ethnic origin were analysed for 
the period 1970-78. There were excess suicides among young Indian women, these being 
disproportionately more among the married. Burning was a common method of suicide among 
Indian women. Suicide rates we-e low in Indian men and the Indian elderly. A large proporton 
of the male suicides were among doctors and dentists. 


There has been relatively little research into suicide 
patterns among immigrants in Britain, including 
those originating from the Indian subcontinent. In 
an analysis of immigrant mortality in England and 
Wales for 1970-78, Marmot ef al (1984) showed 
excess suicides in women and young immigrants born 
in the Indian subcontinent (irrespective of ethnic 
origin). Increasing reports about the social and 
family conflicts faced by young Indiars in Britain, 
by women in particular, prompted this detailed study 
of suicides among ethnic Indian immigrants in 
England and Wales during 1970-78, the latest period 
for which such an analysis was possible. 


Method 


Suicides among immigrants to England and Wales from 
the Indian subcontinent were examined for the years 
1970-78 on the basis of death certificates held by the Office 
of Population Censuses and Surveys (OPCS). Certificates 
showing suicide (ICD-8 codes E950-959; World Health 
Organization, 1967) as the underlying cause of death for 
persons born in India, Pakistan, Bangladesh, or Sri Lanka 
(for convenience referred to as Indians hereafter) were 
extracted for the study. Names on death certificates were 
used to identify ethnic origin. This could have resulted in 
the omission of Indians with non-Indian names. 

As corresponding denominators on the ethnic popula- 
tions at risk were not available, a conventional standardised 


mortality analysis was not possible. In the event we adopted 
a proportional mortality analysis, as used by Marmot et al 
(1984). Proportional mortality ratios (PMRs) were calculated 
by applying the age-sex specific proportional suicide rates 
in the general population of England and Wales to deaths 
among Indian immigrants to generate 'expected' suicides, 
the ratio of total observed to total expected suicides giving 
the PMRs. The analysis was done separately for three 
calendar periods (1970-72, 1973-75, 1976-78) to examine 
trends; as there was no marked variation, the results were 
pooled for 1970-78. In order to examine relative sex 
differences in suicide patterns between the Indian and 
indigenous populations, PMRs were also calculated for 
women using the respective male suicide rates as the 
standard. Tests of significance were carried out at the 5% 
level using the x? test. 

Method of suicide, social class, religion of the deceased, 
and, for women only, marital status were also examined; 
this information was available for the years 1970-77. 
Suicide by burning, included in the ICD-8 E958 category 
*Other and unspecified means', was analysed separately 
because it is a commonly used method among Indians 
(Adityanjee, 1986). It was identified by selecting those 
deaths classified in E958 which specified burning (N940—949) 
85 the nature of injury sustained. 


Results 


During 1970-78, 145 Indian men and 86 Indian women 
committed suicide in England and Wales, accounting for 
1.8% of male deaths and 2.7% of female deaths respectively 


TABLE I 
Suicides in Indian immigrants: 1970-78. Proportional mortality ratios and observed deaths 














Period Males Females 
Proportional Observed Proportional Observed 
mortality deaths mortality deaths 
ratios! ratios! 

1970-72 62* 34 101 20 
1973-75 73* 48 124 34 
1976-78 76* 63 99 32 
1970-78 71* 145 108 86 





1. Using rates for the general population as the standard. 


*P«0.05. 
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TABLE II 
Suicides in Indian immigrants: 1970—78. Age-specific ratios and observed deaths 


ratios! 


Age: years Males 
Age specific Observed 
deaths 

15-24 118 25 
25-34 78 39 
35-44 63* 42 
45-54 58* 25 
55-64 70 I1 
654 47 3 
All ages 71* 145 


Females 
Age specific Observed 
ratios! deaths 
181* 25 
126 29 
82 15 
65 9 
91 7 
34 1 
108 86 


1. Using age-sex specific rates for the general population as the standard. 


*P«0.05. 


among Indians. In comparison 0.8% and 0.6% respectively 
of male and female deaths in England and Wales over the 
same period were suicides. 

PMRs for Indian men were significantly and consistently 
low (Table I) The pattern was less consistent in 
Indian women, who showed a marginal excess over the 
period 1970-78, although this result was not statistically 
significant. Age-specific ratios for 1970-78 (Table II) 
showed different patterns in Indians compared with 
national figures for the whole population. Suicide 
mortality was higher among young Indians in both sexes. 
A significant excess was apparent in Indian women at 
ages 15-24 years. At older ages Indians had lower suicide 
Tatios. 

Table III shows female PMRs using the respective male 
suicide rates as the standard. Indian women had significantly 
higher proportional suicide mortality than their male 
counterparts (PMR 135). The sex difference in the general 


- population was small. 


The following details on methods of suicide, social class, 
marital status, and religion of the deceased refer to the 
period 1970-77. 


Methods of suicide 


Poisoning and hanging were the most commonly used 
methods among men in England and Wales as well as 
among Indian men (Table IV). Suicide by vehicle exbaust 
(included in ICD-8 E952), a method increasingly used by 
men in England and Wales (Bulusu & Alderson, 1984), was 
rarely used by Indian men. 

The patterns varied among women. Poisoning was 
used in almost two-thirds of female suicides in England 
and Wales, compared with 20% in Indian women. On the 
other hand, a higher proportion (28%) of suicides in 
Indian women were by hanging. Burning was also much 
more frequently used in suicides by Indian women (27%). 
Three suicides in Indian women were attributed to 


TABLE III 
Suicides in Indian immigrants and in the general population: 1970—78. Female proportional 
mortality ratios and observed deaths 





Period Indian immigrants 
Female Observed 
proportional deaths 
mortality 
ratios! 
1970-72 145 20 
1973-75 153* 34 
1976-78 108 32 
1970-78 
aggregate 135* 86 


General population 
Female Observed 
proportional deaths 
mortality 
ratios! 
108* 4923 
104* 4701 
97 4653 
103* 14277 


1 PMRs for women using the respective age specific male rates as the standard. 


*P«0.05. 
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TABLE IV 
Percentage distribution of suicides by method: Indian immigrants and the general population 
Indian immigrants General population! 
ICD-8 Method of suicide 1970-77 1970 1977 
category Males | Females Males | Females Males | Females 
(*$) (%) (%) (5) (%) (%) 
E950 Poisoning by solid or liquid substances 29.8 20.0 30.8 65.3 28.6 62.5 
E951 Poisoning by gases in domestic use 1.6 — 15.5 9.5 0.3 0.1 
E952 Poisoning by other gases 0.8 — 6.7 1.1 18.3 2.7 
E953 Hanging, strangulation and suffocation 36.3 28.0 22.6 9.1 26.7 15.0 
E954 Submersion (drowning) 3.2 10.7 75 7.1 6.0 8.9 
E955 Firearms and explosives 3.2 — 5.8 0.7 6.2 0.6 
E956 Cutting and piercing instruments 7.3 2.7 2.9 1.6 3.0 1.7 
E957 Jumping from a high place 2.4 1.3 2.1 2.7 3.7 4.2 
E958 Other and unspecified means 15.3 37.3 6.1 2.9 7.2 4.2 
-by burning 3.2 26.7 
No. of suicides 124 75 2271 1669 2363 1581 





1. Source: Office of Population Censuses and Survey (1972, 1979). 


ER 


asphyxia caused by burning (E958 with N986/7); if these 
are also included, suicide by burning rises to 31% in this 
group. In contrast, few Indian men (3%) committed suicide 
by burning. 


Social class 


The unavailability of appropriate population denominators 
makes it difficult to analyse suicide rates by social class. 
However, compared with Great Britain a3 a whole, a 
significantly higher proportion of Indian suicides occurred 


male suicides and over half the Indian female suicides in 
social class I were attributable to doctors and dentists. 
Students, particularly male students, also comprised a large 
proportion of suicides among Indians. 


Marital status 


Of the 75 Indian women who committed suicide during 
1970-77, 62 were married, 6 were single, 7 were widowed, 
and none was divorced. At 15-24 years, ages at which 
suicide mortality was high, 83% of Indian women who 


in social class I (Table V). Moreover, almost all the Indian committed suicide were married and 17% were single. 


TABLE V 
Percentage distribution of suicides oy social class for Indian immigrants and the general population 








Social class Suicides among Suicides in the 
Indian immigrants general population 
(20-74 years)! 
1970-77 1979-80, 1982-83 
Males Females Males Females 
(%) (%) (%) (%) 
I Professional and managerial 20.6 13.8 5.1 4.9 
- doctors and dentists 19.6 7.7 0.9 1.2 
I Intermediate 8.4 13.8 19.5 26.5 
IIIN Skilled non-manual 9.3 6.2 10.7 19.5 
IIIM Skilled manual 15.9 30.8 32.1 24.6 
IV Semiskilled 25.2 24.6 20.2 18.0 
V Unskilled manual 20.6 10.8 12.4 6.6 
No. of suicides, social classes I- V 107 65 
No. of students 13 2 
No. not stated, etc. 4 8 
Total no. of suicides 124 75 


a 
1 Source: Office of Population Censuses and Surveys (1986). Figures are for Great Britain, not England and Wales only. 
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According to the 1971 census, 57% of women aged 15-24 
years and born in the Indian subcontinent were married, 
and 42% were single. The findings suggest that among 
young Indian women suicide levels may be higher in the 
married than in the unmarried. 


Religion 


Suicides were classified according to religion on the basis 
of name. A high proportion of Indians who committed 
suicide were Hindu or Sikh (69% of men and 83% of 
women). Muslims represented lower proportions (26% of 
men and 15% of women). A study of mortality during 
1975-77 among immigrants to England and Wales from 
the Indian subcontinent showed that 41% of all male deaths 
and 26% of all female deaths were accounted for by 
Muslims (Balarajan et al, 1984). A comparison of these 
figures suggests that Muslims had relatively lower rates of 
suicide than Hindus. 


Discusslon 


This study was limited to deaths officially classified 
as suicides. Other researchers sometimes include 
‘undetermined deaths’ (E980—989) and/or accidental 
poisonings (E850-877) (Adelstein & Mardon, 1975), 
because these categories include probable suicides not 
so certified because of inconclusive evidence about 
intent to die (Sainsbury & Jenkins, 1982). As burning 
is a commonly used method of suicide among Indian 
women, there could also be a case for including some 
categories of deaths from accidental fires. However, 
since not all deaths in these categories are suicides, 
they were not included. 
Suicide levels and patterns among Indian immi- 
grants were quite different to those prevalent in the 
. general population. Whereas suicide rates in the 
general population were higher among men, the 
elderly, the widowed, and divorced (Bulusu & 
Alderson, 1984), among Indians the highest rates 
were in women, the young, and especially young 
married women. The level in Indian women aged 
15-24 was over 80% higher than the general rate for 
women of corresponding ages. Indian men had low 
suicide rates overall. In both sexes suicide mortality 
was low at ages over 35 years. The proportional 
contribution of suicide to overall mortality was 
considerably higher in Indian women than men, in 
contrast to the small sex difference in the general 
population. 
A proportional mortality analysis has limitations, 
C. since differences in overall mortality levels between 
the general population and immigrant Indians could 
conceal or distort differences in the relative levels of 
suicide (Roman et al, 1984). Available evidence 
suggests that mortality in Indian immigrant women 


(but not men) is high (Marmot et al, 1984). The effect 
of this on our results would be to underestimate the 
level of suicides in Indian women; the genuine excess 
in this group could therefore be greater than 
suggested by our findings. 

Our findings are generally consistent with the 
patterns reported for India. (Almost 80% of the 
deaths examined in this study were of immigrants 
born in India, and the balance of immigrants 
from other countries of the Indian subcontinent.) 
Studies in India show that suicide rates are highest 
at 15-30 years and low among the elderly 
(Adityanjee, 1986; Bhatia et al, 1987), a consequence 
perhaps of the support and companionship tradi- 
tionally accorded in Indian society to the senior 
members of a family; these studies also report high 
suicide rates among young married women. Arranged 
marriages with the tradition of dowries are 
generally regarded as contributory factors in suicides 
among young women in India. Higher suicide and 
parasuicide rates among Indian women than men, 
particularly at younger ages, are reported also 
among Indian immigrants to the UK and elsewhere 
(Price & Karim, 1975; Burke, 1976; Cheetham 
et al, 1983; Merrill & Owens, 1986). Many of 
these studies cite cultural conflict as a contributory 
factor. 

Although the classifications of social class used 
may apply less well to immigrant groups, it is 
interesting to note that there was an excess of 
suicides among Indians of social class I, a high 
proportion of whom were doctors and dentists. 
These findings are supported by Richings ef al 
(1986), who showed excess suicides in England 
and Wales among young female doctors born 
overseas. Data from the OPCS (1978) have 
consistently shown high suicide rates for medical 
practitioners. 

Indian males committed suicide primarily by 
hanging and poisoning. These are commonly used 
methods among men in India, although poisoning 
is by insecticides and household poisons (Adityanjee, 
1986; Bhatia et al, 1987) rather than by drugs, as in 
Britain. About 30% of immigrant Indian women 
who committed suicide burned themselves. The 
persistence of this method of suicide in Indian 
women after emigration has been reported elsewhere 
(Modan et al, 1970). Suicide by burning is rare in 
Britain but common among Hindu women in India 
(Adityanjee, 1986; Bhatia ef al, 1987), deriving 
possibly from the medieval practice of suttee in parts 
of India. 

These findings suggest the need for the further 
examination of factors amenable to intervention, in 
order to help prevent suicide in this population. 
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Clusters of Obsessive- Compulsive Phenomena in 
Obsessive- Compulsive Disorder 


SUMANT KHANNA, V. G. KALIAPERUMAL and S. M. CHANNABASAVANNA 


Clusters of phenomena were obtained by two clustering techniques, using the form and content 
of obsessions and compulsions. Significant clusters which emerged involved washing, checking, 
thoughts of past, and embarrassing behaviour. Depression occurred as a discrete cluster. Eighty- 
nine per cent of subjects could be fitted into at least one cluster; over half could be fitted 
into only one cluster. Washers and checkers made up more than half of the sample studied 


Obsessive-compulsive disorder (OCD) is an 
uncommon psychiatric illness, being seen in 1—49/o 
of psychiatric patients (Rasmussen & Tsuang, 1984), 
although Myers ef al (1984) suggest a morbidity of 
2.6% in the general population. Various dominant 

-themes have been recognised as being prominent in 
this patient population (Lewis, 1936; Akhtar ef al, 
1975). However, the use of multivariate statistical 
techniques to delineate subgroups of symptoms and 
patients with OCD has not been attempted, to the 
best of our knowledge. Using the technique of cluster 
analysis, the aim of this paper is to see whether 
discrete clusters of symptoms exist in OCD and how 
well patients can be fitted into clusters or symptom 
groups. 


Method 


All subjects who received a diagnosis of OCD according 
to ICD-9 (World Health Organization, 1975) during the 
period 1975 to 1984 in the psychiatry out-patient department 
of our institute formed the sample for this study. Subjects 

- who subsequently had a change in diagnosis (n = 4) or those 
in whom the diagnosis on file review was not clear or in 
doubt (n —23) were excluded from this study. Two subjects 
were excluded because of insufficient information. The final 
sample of 410 subjects made up 0.6% of all those seen 
during this decade at our institute. Of these subjects, 160 
were subsequently seen on follow-up and the diagnosis 
confirmed according to ICD-9 and DSM-III (American 
Psychiatric Association, 1980). The system of classification 
used for these phenomena has been described earlier 
(Khanna & Channabasavanna, 1987, 1988) and its inter- 
rater reliability established (Khanna et al, 1987). ‘Form’ 
refers to the structure of the phenomena, while *content' 
refers to the meaning reflected by it, as has been used earlier 
for obsessions (Akhtar ef al, 1975). The obsessive- 
compulsive and associated phenomena were collected from 

' the files using a check-list based on this classification using 
the same database. In subjects who were subsequently seen 
on follow-up, and to whom this check-list was administered, 
this information was found to be reliable (average weighted 
x — 0.84). 


In the two methods used for cluster analysis (Davis, 1973; 
Roy & Adhikari, 1977) clustering was done for phenomena 
rather than for subjects. Clustering was carried out using 
all 37 variables (Table I), and then repeated with only those 
24 variables present in 10-9096 of the population, to remove 


TABLE I 
Percentage prevalence of phenomenon in sample 


Form * Content 95 
eed 
. Fears 55 1. Dirt and 32 
contamination 
2. Thoughts 41 2. Daily activities — 27 
3. Doubts 22 3. Sex 21 
4. Urges: acted 14 4. Others 15 
not acted 14 
5. Convictions 13 5. Illness 14 
6. Images 9 6. Past 13 
7. Harm 11 
8. Death 11 
9. Inanimate 9 
10. Aggression 9 
Compulsions 
1. Repeating 50 1. Washing 38 
2. Rituals 22 2. Daily activities — 32 
3. Checking 15 3. Others 16 
4. Avoiding 4 4. Security 8 
5. Embarrassing 
behaviour 6 
6. Counting 2 
Associated symptoms 
1. Sadness 56 
2. Decreased sleep 42 
3. Suicidal thoughts 26 
4. Decreased appetite 16 
5. Decreased 
concentration 9 
6. Indecision 7 
7. Depersonalisation 3 
8. Hypochondriasis 3 
9. Phobia 2 
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errors due to infrequent phenomena. Subseqvently subjects 
were allocated to cluster(s). 


Results 


The frequency of the 37 variables included in the analysis 
is presented in Table I. Using the method of Ray & Adhikari 
(1977) seven clusters emerged using all 37 variables and four 
clusters when the 24 variables present in 10-90% of the 
subjects were studied (Table II). 

There were some differences when the method of Davis 
(1973) was used. With all variables there were eight clusters, 
as cluster A (‘checking’) obtained by the previous method 
was further subdivided into two clusters. One consisted of 
obsessive convictions and rituals about daily activities, and 
the other had the remainder of the items. Washing (cluster 
B) did not have illness as an obsessional content. Otherwise 
these two technically different clustering techniques yielded 
comparable results (Table II). 

A perusal of these clusters revealed that two important 
obsessive contents, sex and death, did not clcster, although 
they were present in over 1096 of the population. Because 
of their clinical significance we have chosen to consider these 
two as separate, single-item ‘clusters’ for the purpose of 
the next exercise. Another theme which was prevalent in 
more than 10% of the study population, ‘harm’, also 
clustered, but at a higher level and hence was not taken 
up as a separate theme. 

The purpose of the next exercise was to fit subjects into 
clusters. The depression cluster (G) was excluded from this 
analysis as (a) there were no patients who could be fitted 
exclusively into this cluster, and (b) this was predominantly 
a complication of OCD rather than one involving form and 
content of obsessive-compulsive psychopathology. The 
reason why associated symptoms were taken up initially for 
analysis was to observe whether they clustered with a 


TABLE II 
Clusters of obsessive-compulsive phenomena 





Cluster Form Content 
A Checking Doubts Daily activities 
Convictions 
Checking ^ Daily activities 
Rituals Security! 
B Washing Fear Dirt and 
contamination 
Illness! 
Repeating Washing 
C Past Thoughts Past 
D Embarrassing Urges acted Embarrassing 
behaviour! behaviour 
E Aggression! Urges not Aggression 
acted 
F Avoiding! Avoiding Others 
G Depression Sadness 
Suicidal 
thoughts 





1. Absent in method of Davis (1973) with 37 variables. 
2. Absent in both methods with 24 variables. 


primary OCD ‘cluster’, and since this did not happen with 
depression, this cluster was dropped. The remaining three 
clusters observed with 24 variables, along with death 
(H) and sex (I), were considered for further analysis for 
fitting subjects into symptom clusters. Except for the two 
single-item categories, H and I, the presence of at least one 
of the phenomena in both the form and content categories 
was required for inclusion of a subject into a particular 
cluster. This was done as each obsessive-compulsive 
symptom had been broken into form and content 
components. Using this method 89% of subjects could be 
fitted into a single (52.7%) or several clusters (Table III). 


Discussion 


In this study the more common phenomena have 
formed the basis for most conclusions, as these 
findings are more statistically robust. Nevertheless, 
certain clusters, namely avoiding and aggression, 
were observed only with less frequent phenomena. 
For the purposes of completion, and to recognise that- . 
clusters can be present even in the less frequent 
phenomena, we have included them in this study. We 
fully realise that these clusters have to be treated with 
more caution than the others. 

Earlier attempts at describing OCD have been 
based largely on the separate classification of 
obsessions and compulsions (Akhtar ef al, 1975; 
Dowson, 1977; Stern & Cobb, 1978; Khanna & 
Channabasavanna, 1987, 1988). Stern & Cobb (1978) 
recommended that since behavioural correlates were 
easier to define they were more valid to describe 
patients. However, compulsions are absent in one- 
third (Khanna & Channabasavanna, 1987) to one- 
fourth (Akhtar et al, 1975) of subjects with OCD, 
and obviously such a classification would be 
underinclusive. 

Intuition was the basis for the classification of 
obsessive—compulsive subjects attempted by earlier 
researchers. Ingram (1961) divided his subjects into 
Obsessive-compulsive, phobic ruminative, doubtfully 
schizophrenic, those having depressive features, and 
a miscellaneous group. The fourth group had a 
preponderance of depression with endogenous 





TABLE III 
Allocation of subjects to symptom clusters 
Cluster Checking Washing Past Death Sex 
Checking 53 70 7 8 2 
Washing 89 7 14 3 
Past 18 1 3 P 
Death 31 1 ` 
Sex 25 





Combinations of more than two clusters, n=33. 
Subjects not fitted into any cluster 1—45. 
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features while the author himself expressed doubts 
whether the third group was primarily OCD; these 
two categories have doubtful validity. In accordance 
with this, Lo (1967) excluded them from his follow- 
up. study. Insel (1985) suggested four common 
presentations of OCD, namely washers, checkers, 
pure obsessionals, and primary obsessional slowness. 
It is difficult to view the latter as a discrete entity 
because of the rarity of reported cases and absence 
of associated anxiety (Rachman, 1974), and it may 
represent the terminal stage in the course of OCD 
(Mavissakalian, 1980). We did not encounter a single 
case in this study with this presentation. The first 
two of Insel's groups formed the bulk of our cases 
(Table III) while obsessive urges and thoughts were 
further subdivided. Some socio-cultural variables 
may affect the presentation of OCD clusters (Khanna 
et al, 1986). 
Using principal-component analysis, checking, 
~cleaning, slowness, and doubting were identified as 
different components of the Maudsley Obsessive 
Compulsive Questionnaire (Hodgson & Rachman, 
1977; Sanavio & Vidotto, 1985). The latter study 
found slowness only in men. The presence of 
checking and doubting in this inventory as separate 
components is perhaps due to excessive stress on 
related items. Further, the inventory does not make 
it clear whether the slowness is primary or secondary 
to other obsessive-compulsive phenomena. Cooper 
& Kelleher (1973) identified components of cleaning 
and tidiness, incompleteness, checking, and rumi- 
nations in the Leyton's Obsessional Inventory. 

In the present study, two different clustering 
techniques have revealed consistent clusters. Because 
of the issue of item frequency, the four clusters using 
variables present in 10-90% of the study population 

- would be more reliable. This does not necessarily cast 
doubt on the other three clusters which emerged 
when all variables were used for analysis, but further 
replication and larger samples would be required for 
further comment. 

Checking (cluster A) has been consistently reported 
and constitutes up to 40% of earlier samples 
(Dowson, 1977; Stern & Cobb, 1978). It is likely that 
cognitive rituals, if recognised, would also fall into 
this category. 

Washing (cluster B) was the second main cluster, 
as has been reported in earlier studies (Dowson, 1977; 
Stern & Cobb, 1978). While illness was part of this 
cluster by one method (Roy & Adhikari, 1977) this 
, was not replicated by the other (Davis, 1973). Akhtar 

Set al (1975) have clubbed illness with dirt and 
contamination in the content of obsessions. However, 
we feel that fear of illness as an obsession is related 
to obsessive phobias (Marks, 1969), and this deserves 


further study. In spite of being taken up for the more 
prevalent 24-item analysis, this item was again 
missing from the emergent clusters. The evidence to 
include illness in this cluster is thus not very strong, 
and the possibility that it may occur as a discrete 
independent entity, like death and sex, also needs to 
be explored. 

While washing and checking constitute the two 
largest pure clusters, 17% of subjects have both 
clusters (Table III). This overlap points not so 
much to the lack of these as independent clusters 
(Rachman, 1976) but more to their frequent co- 
occurence. Checkers and washers (‘pure’ and those 
with other complaints too) account for more than 
half of the sample studied. It may be important to 
note that these may be different phases of the same 
illness, and the mixed group constitutes a transitional 
or terminal phase. The importance of obsessive 
convictions among washers is thus an interesting 
theme for further study. 

The next cluster to emerge in both the methods 
used involved thoughts of the past. This occurred 
alone in 18 subjects and in combination with other 
clusters in 18. Surprisingly, this finds a mention in 
only one earlier series (Dowson, 1977), although the 
phenomenon is observed in over 10% of our sample. 
It is our clinical impression that these thoughts may 
occur in the early phase of the illness, but obviously 
this cluster requires further study. 

There were three other clusters which emerged 
when all variables were taken up for analysis. Urges 
to act out embarrassing behaviour consisted largely 
of smiling at inappropriate times and looking at 
genitalia (Khanna & Channabasavanna, 1988). Urges 
which were not acted out had aggression as their 
content. In the classificatory system used in this 
study, harm has been split off from aggression, 
unlike in earlier reports (Akhtar ef a/, 1975). The next 
cluster (F) involved avoidance of places and situ- 
ations, and its relationship to obsessive phobias 
(Marks, 1987) and phobic ruminative states Ingram, 
1961; Lo, 1967) requires further elucidation. 
However, there was no specific obsessive form and 
content linked with it, suggesting it may occur as a 
consequence of any of the obsessions. It would be 
interesting to speculate that it may occur specifically 
in stimulus-linked obsessive-compulsive phenomena. 

Two independent themes which we took up for the 
classification of subjects were death and sex. Neither 
of these have been studied earlier, and we aim to 
describe them more fully in subsequent reports. 

It was interesting to note that the cluster of 
depression did not link with any primary OCD 
cluster, nor were there any subjects who could be 
fitted exclusively into this cluster. Depression is a 
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common complication of OCD (Goodwin et al, 1969) 
but it seems to be related to the syndrome as a whole 
and not to any specific symptom cluster. None of 
the other associated symptoms clusters with any of 
the obsessive-compulsive psychopathology clusters, 
stressing their coincidental and independent nature. 

There are limitations to studies such as this. For 
purposes of having a large sample we nave had to 
take recourse to a case review study, and the 
possibility that some phenomena were not looked for 
cannot be ignored. However, prospective studies with 
such large samples pose major problems, and we did 
find consistency between file reports and what 
subjects reported on follow-up. The nature of OCD 
would seem to make it likely that subjects may report 
all their symptoms even if not correctly questioned 
about certain experiences by the examiner. Thus such 
retrospective studies in OCD most probably do not 
face as many problems as studies with other 
disorders. 

It is recognised by experienced clinicians that the 
phenomena of OCD change over time (Mavissakalian, 
1980). This study provides only a static cross- 
sectional picture of clinical phenomenology. For a 
more complete understanding of OCD a dynamic 
longitudinal view focusing on changes over time 
would be ideal. 

This investigation is based on the premise that the 
classification of obsessive-compulsive form and 
content that is used is comprehensive and 
appropriate. Nevertheless, the role of intuition, in 
spite of our best attempts to avoid it, is inescapable. 
Adding more depressive, avoidance, and anxiety 
items may well have altered our results. 

In this pilot study we have tried to determine 
clusters of phenomena in OCD and in the process, 
while confirming earlier clusters, have also found 
some newer ones, which obviously need further 
elucidation. These issues will be important in 
considering the heterogeneity of OCD with regards 
to biological, therapeutic, and other issues. 
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Marital Adjustment and Obsessive- Compulsive Disorder 


P. M. G. EMMELKAMP, E. de HAAN and C. A. L. HOOGDUIN 


Fifty obsessive-compulsives were treated by behavioural therapy (self-exposure in vivo and 
response prevention) erther with their partner directly involved in all aspects of treatment or 
without their partner. The two treatment formats were equally effective. Although a substantial 
number of obsessive—compulsives were found to have marital problems, behavioural treatment 
directed at the obsessive-compulsive disorder resulted in improvement irrespective of mantal 
quality and partner involvement in the therapy. The effects of treatment led neither to a 
deterioratlon of the marrlage nor to adjustment problems in the partner. 


Behavioural therapy in the form of exposure in vivo 
and response prevention has improved treatment 
prospects for patients with obsessive-compulsive 
disorder (Emmelkamp, 1982; Foa et al, 1985; Marks, 
1987). Emphasis has shifted from treatment in the 
hospital to treatment in the natural environment 
(Emmelkamp, 1982; Hoogduin & Duivenvoorden, 
1988; van den Hout et al, 1988). Usually, treatment 
involves exposure to distressing stimuli in the 
company of the therapist. However, several studies 
found self-exposure by means of homework assign- 
ments to be equally effective (Emmelkamp & 
Kraanen, 1977; Emmelkamp et al, 1989). 

A number of studies have investigated the 
influence of marital adjustment on treatment 
outcome with agoraphobics, but results are in- 
conclusive (Emmelkamp, 1988). Several studies 
investigated whether the involvement of the spouse 
as cotherapist could enhance treatment effectiveness 
with agoraphobics. Cobb et al (1984) found that 
spouse-aided exposure therapy was no more effective 
than when exposure was conducted with the patient 
alone. In contrast, Barlow et al (1984) found spouse- 
aided exposure to be clearly better than a non-spouse 
group on measures of agoraphobia. 

Systematic research into the influence of marital 
quality on treatment outcome and into the effects 
of spouse-aided therapy with obsessive-compulsives 
is almost non-existent. A few controlled studies 
suggest that involvement of the partner in the 
treatment may have beneficial effects (e.g. Stern & 
Marks, 1973; Hand et al, 1977; Hand & Tichatzky, 
1977; Hafner, 1982). Emmelkamp & de Lange (1983) 
found spouse-aided therapy more effective than self- 
exposure, but this effect had disappeared at one- 
month follow-up. Given the small number of patients 
{n = 12) involved in that study, there was a clear need 
to study this issue further. 

The aim of the present study was to investigate 
whether the involvement of the partner would 
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enhance the effectiveness of treatment by self- 
exposure in vivo. A second research question was 
whether outcome of treatment was influenced by the 
quality of the marriage. Finally, the effects of 
treatment were evaluated on the marital relationship 
and on the psychological problems of the partner. 


Method 


After an intake interview, patients were randomly assigned 
to two treatments: (a) self-exposure; and (b) partner- 
assisted exposure. After an information session with the 
therapist and an assessment (I), a five-week waiting period 
followed. After a second assessment (II) eight treatment 
sessions in five weeks followed. In both types of treatment, 
patients received homework assignments between sessions. 
After eight treatment sessions a third assessment (III) 
followed, and a follow-up interview took place one month 
later. No treatment was provided during this period. 

Patients were instructed not to take antidepressant drugs 
during the trial. The first treatment session was devoted 
to collecting information. An inventory was drawn up for 
each patient of the stimuli which might trigger passive and 
active (e.g. compulsive rituals) avoidance behaviour. Next, 
a hierarchy was constructed with the help of a ‘fear 
thermometer’. The degree of exposure and the degree of 
response prevention were together structured into one 
hierarchy (see Emmelkamp, 1982). 


Self-exposure in vivo 


Patients were treated as out-patients at the Reinier de Graaf 
Hospital. Each treatment session lasted 45-60 minutes. At 
each session the patient was given a number of tasks (items 
from the hierarchy) which he had to perform by himself 
at home. These tasks were described clearly, wntten down, 
and discussed with the patient at length. At the beginning 
of each new session, the patient’s performance on the tasks 
of the previous session was discussed. All the items in the 
hierarchy had to be practised in vivo, starting with the 
easiest. More difficult tasks were given only if tasks lower 
in the hierarchy had been performed successfully. The speed 
at which the patient worked through the hierarchy was 
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determined by the patient himself. However, if a patient 
tried to avoid a new item for practice, some pressure was 
exerted on him. 

Treatment consisted of two components: self-exposure 
in vivo and self-imposed response prevention. During the 
treatment sessions these tasks were riot practised. Patients 
were instructed to exercise these tasks twice for two hours 
continuously between treatment sessions. An example might 
illustrate this procedure. Patients could te instructed to 
touch the ground, to touch other people, to couch the toilet, 
or to ‘contaminate’ their houses without washing their 
hands or other cleaning rituals afterwards. Or, in the case 
of checking rituals, patients might be instructed to leave 
the house without checking lights and gas taps ctc. For 
clinical guidelines the reader is referred to Emmelkamp 
(1982). 

The patient's partner was neither involved in the 
discussions with the therapist, nor in the performance of 
to be absent during the practice hours. 


Partner-assisted exposure 


In this treatment the partner had to accompany the patient 
to each treatment session. After the rationale was explained 
to the couple, they received instructions for exposure; the 
patient had to carry on his homework assignments with his 
partner present. The task of the partner was to encourage 
the patient and to have him confront the distressing stimuli 
until the patient got used to them. In addition, the partner 
was instructed to withhold reassurance if the patient asked 
for it. Again, the patient was not allowed to perform his 
rituals. Exposure tasks were not practised during treatment 
sessions at the hospital. 


Patients 


Obsessive-compulsive patients who were referred to the 
psychiatry department by mental-health agencies and 
general practitioners were considered for this study. The 
acceptance criteria were that patients had: 


(a) a DSM-III diagnosis of obsessive-compulsive 
disorder (American Psychiatric Association, 1980). 
The obsessive-compulsive behaviour (rituals) had to 
be the main problem, to have lasted at least one year, 
and to be severe enough to warrant intensive 
treatment 

(b) to have been married or living together for at least 
one year 

(c) to be willing to attend all sessions as a couple 

(d) to have received no previous behavioural treatment. 


Only one partner refused to co-operate in the experiment. 
Over two and half years 61 patients met these criteria. Seven 
patients who fulfilled all criteria did not accept the treatment 
offer for a variety of reasons (too far to travel to the 
treatment agency; no babysitter available; unwilling to wait 
five weeks; two patients requested admission; and two 
patients did not accept the treatment rationale). Only four 
patients dropped out in the course of treatmert: one patient 


was admitted and three other patients were unable to carry 
on the homework assignments. Thus, 50 patients completed 
the project. 


Therapists 

and one social worker. All had received training in 
behavioural therapy. Group sessions were held twice a week, 
in which problems arising in the treatments were discussed. 
The therapists were supervised by the second author. 


Assessment 


Assessments were carried out by patient, partner, and 
therapist. In addition, an independent assessor, a clinical 
psychologist, rated the patient before and after the 
treatment. 


Obssesstve~compulsive problems 


On the Anxiety-Discomfort Scale, patient, therapist, and— 
assessor rated five situations on a scale of 0-8 for 
anxiety/discomfort. Reliability and concurrent validity are 
satisfactory (Emmelkamp, 1982). 

The 30-item Maudsley Obsessional-Compulsive Inventory 
(MOCI; Rachman & Hodgson, 1980) differentiated ob- 
sessional from non-obsessional neurotic patients. This 
measure exhibits strong convergent and discriminant 
validity but is less sensitive as a measure of change than 
the Anxiety-Discomfort Scale (Kraaijkamp ef al, 1989). 


Marital relationship 


The Maudsley Marital Questionnaire (MMQ) is a 20-item 
questionnaire relating to marital (M), sexual (S) and general 
life (GL) adjustment. Only the marital scale was used in 
the data analysis. Reliability and validity are given by 
Arrindell et al (1983a,b). The MMQ exhibits strong 
convergent and discriminant validity. 

The Interactional Problem-Solving Questionnaire (POV) _ 
has been developed, validated, and standardised in the 
Netherlands and consists of 17 items. The correlation of 
the IPOV with the Dyadic Adjustment Scale (Spanier, 1976) 
and Miller's (1976) Satisfaction Questionnaire appears to 
be substantial (Lange, 1984). 


Mood scales 


Additional rating scales were included to assess possible 
generalised effects of treatment on mood. The measures 
were the Self-rating Depression Scale (SDS; Zung, 1965) 
and the State-Trait Personality Inventory (STPI; Spielberger, 
1980), to assess anger, and the State-Trait Anxiety Inventory 
(STAI; Spielberger et al, 1970). 


Assessment of partners à 


The partner also completed the MMQ, IPOV, and STPI. 
In addition, the partner completed the Symptom Check- 
List (SCL-90; Derogatis, 1977) in order to assess general 
psychopathology. 
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Results 


To assess the impact of marital distress on the effect of 
treatment, patients in both groups were divided into those 
who did and those who did not report marital distress. A 
cut-off score of 20 on the MMQ marital scale was used 
(Arrindell et a/, 1986). The data were analysed in a two 
(treatment condition) by two (marital distress) by four (time) 
factorial design using multivariate analyses of variance 
(MANOVA) (O'Bnen & Kaiser, 1985). This analysis 
revealed that in the self-exposure group 11 patients scored 
in the maritally distressed range and 12 patients in the non- 
distressed range. In the partner-assisted exposure group, 
15 patients scored in the maritally distressed range and 12 
patients in the non-distressed range. 


Patients’ data 


Results of these analyses are presented in Table I. All 
measures changed significantly over the course of the study. 
Subsequent univariate analyses of variance revealed a highly 

“significant time effect on the obsessive-compulsive measures 
between assessments II and III. On the Anxiety-Discomfort 
Scale a small but significant effect was found between 
assessments I and II. Treatment led also to improvement 
in marital satisfaction as evidenced by the significant 
changes between assessments II and III on the MMQ and 
IPOV, but at follow-up patients! marital satisfaction was 
found to decrease on the MMQ. Improvement on the mood 
measures was also due to the treatment received: there were 
no significant changes over the waiting period but 
significant changes on SDS, state and trait anger (STPI), 
and state anxiety (STAI) between assessments II and III. 
On trait anxiety (STAD, patients improved both in the 
waiting period and between assessments II and III. Only 
the improvements ın state anxiety were not maintained at 
follow-up. 

As shown in Table I, the treatments were equally 
effective. A significant marital distress main effect was 
found on the MMQ and IPOV only, not surprisingly, since 

` patients were categorised under marital distress and non- 
distress according to their MMQ scores before treatment. 
The interaction between treatment group and marital 
distress was significant on none of the variables, indicating 
that the treatment formats were equally effective irrespective 
of marital distress of the couple. 


Partners’ data 


Results of the MANOVA on the partners’ data are 
presented in Table II. These analyses revealed a significant 
time effect on all measures except one (STPI state). 
Subsequent univariate analyses of variance were conducted 
on the time factor. Results are presented in Table II. Marital 
distress as measured by the MMQ increased during the 
. Waiting period before treatment and decreased between 
^ assessments II and III. There was also a significant improve- 
ment on the IPOV, but this was not maintained at follow- 
up. On the SCL-90 partners were found to improve between 
assessments II and III. The change on the STAI trait 
measure was only significant between assessments I and II. 


Only on the STPI trait was a treatment effect found. 
However, the time by treatment interaction was non- 
significant (F(3,41) 2 0.491). A marital distress effect was 
found on the MMQ and IPOV only. On none of the 
variables was a significant interaction found between 
treatment group and marital distress. 


Discussion 


The present study is the first to study the impact of 
the quality of marital relationship on the outcome 
of behavioural therapy with a large number of 
obsessive-compulsives. Marital distress was un- 
related to treatment outcome: neither on the 
measures for obsessive-compulsive behaviour, nor 
on the patients! mood measures (depression, trait and 
state anxiety and anger) was there a marital distress 
effect. The present results add to the findings of four 
studies with agoraphobics (Emmelkamp, 1980; Cobb 
et al, 1984; Arrindell et al, 1986; Himadi et al, 1986), 
but are at odds with the results of Bland & Hallam 
(1981), Milton & Hafner (1979), and Monteiro et al 
(1985). While most previous studies in the area of 
agoraphobia could be criticised for using an arbitrary 
criterion for classifying couples as maritally distressed, 
in the present study an externally validated cut-off 
score was used, with which 85% of maritally 
distressed couples are correctly classified (Arrindell 
et al, 1983a,b). Contrary to a study with agoraphobics 
(Arrindell et a/, 1986) in which only a few patients 
(20%) were maritally distressed according to this 
criterion, in the present study nearly half of the 
sample of obsessive-compulsives scored in the 
distressed range. Nevertheless, treatment proved to 
be as effective for maritally distressed couples as for 
maritally non-distressed couples. The present findings 
that obsessive-compulsives are often maritally 
distressed corroborates findings from a study by 
Hoogduin et al (1989), who found that at least 80% 
of the Dutch population had a better interactional 
problem-solving capacity, as measured by the IPOV, 
than obsessive-compulsives. 

Partner-assisted treatment was no more effective 
than treatment of the patient alone. This is at odds 
with our pilot study (Emmelkamp & de Lange, 1983), 
which had only 12 patients. In that study the partner- 
assisted treatment resulted in significantly more 
improvement than the patient-alone treatment on 
obsessive-compulsive targets, depression, and general 
life adjustment at the end of treatment. At one-month 
follow-up, however, the difference between treat- 
ments had disappeared. 

The effects of treatment in the present study 
led neither to a deterioration of marriage nor to 
adjustment problems in the partner. Contrary to 
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expectations from theoretically orientated therapists 
(e.g. Hafner, 1982), partners improved on most 
measures, including SCL-90, anxiety, anger, and 
marital satisfaction, irrespective of whether they were 
involved in the treatment. Living with an obsessive- 
compulsive patient is a burden for most partners; 
presumably, improvement of the patient led to less 
marital friction and so less distress in the partner. 

Although the present results show that involvement 
of the spouse does not enhance the effects of exposure 
therapy, this does not necessarily mean that therapy 
focusing on the marital relationship of obsessive- 
compulsives is superfluous. Given the substantial 
number of obsessive-compulsives who scored in the 
maritally distressed range in the present study, there 
is a clear need for studies investigating the effects of 
marital therapy, communication training, and problem 
solving on the obsessive-compulsive problems and 
marital relationships of these patients. Although 
there are no basic objections against including the 
spouse, there appears to be no justification for trying 
to coerce a partner into being involved. 
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Couples Referred to a Sexual Dysfunction Clinic 
Psychological and Physical Morbidity 


JOSE CATALAN, KEITH HAWTON and ANN DAY 


Two hundred couples referred to a sexual problems clinic were assessed in a standardised 
way for thelr suitability for sex therapy. The assessment focused on the nature of the sexual 
dysfunction, motivation for treatment, marital and relationship problems, psychlatric status, 
and physical problems. Approximately one-third of the couples were found to have significant 
marital and relationship problems, and more than 30% were suffering from psychiatric 
disorders, although these were usually of mild to moderate intensity. A third of males and 
18% of females were suffering from physical disorders likely to contribute to the sexual 
dysfunction. Patients who were offered sex therapy and who completed thetr course of 
treatment were more likely to show high levels of motivation and an absence of physical 
disorders, marital relationship problems and psychiatric disorder. There should be careful 
assessment of couples suffering from sexual dysfunction before specific treatment ts offered. 


The pioneering work of Masters & Johnson (1970) 
resulted in sex therapy becoming popular on both 
sides of the Atlantic. During the 1970s, sexual 
dysfunction clinics were established in many centres 
in the UK (e.g. Duddle, 1975; Bancroft & Coles, 
1976; Milne, 1976; Cooper, 1979). However, as is 
usually the case with new treatments, the enthusiasm 
of clinicians for sex therapy was often far in advance 
of research concerning the efficacy and long-term 
outcome of this approach. Now, well over a decade 
and a half since sex therapy was introduced, a more 
balanced view of therapeutic approaches for patients 
with sexual problems can be taken. 

It has become clear that the outcome of treatment, 
both short term (Bancroft & Coles, 1976; Mathews 
et al, 1976; Wright et al, 1977; Hawton & Catalan, 
1986) and long term (De Amicis et al, 1985; Hawton 
et al, 1986), is variable. Some pre-treatment factors 
predictive of eventual outcome have been identified 
(O’Connor, 1976; Whitehead & Mathews, 1977, 
1986; Hawton & Catalan, 1986). In addition, 
increasing attention is now being paid to the 
detection and treatment of physical factors under- 
lying sexual dysfunction (Montague et al, 1979; Virag 
et al, 1985). These facts and developments highlight 
the need for careful initial assessment of couples 
presenting with sexual dysfunction, so that appro- 
priate treatment plans can be made. However, the 
characteristics of couples seeking help for sexual 
difficulties, as opposed to those only offered sex 

_ therapy, have not been adequately studied. This is 
an important area of research which requires further 
investigation. Here we report the results of a study 
of a large consecutive sample of couples referred to 
a sexual dysfunction clinic in a National Health 
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Service setting. The study had the following aims: 


(a) to describe in detail the demographic charac- 
teristics, source of referral, sexual problems, 
general relationships, psychopathology and 
physical morbidity of the couples 

to examine the relationships between the 
various sexual dysfunctions and general 
relationship difficulties, psychopathology and 
physical morbidity 

to study the types of treatment recommended, 
the factors associated with these recommenda- 
tions, the extent to which patients took up the 
offer of sex therapy and the characteristics of 
couples who completed this form of treatment. 


(b) 


(©) 


Method 


Clinic and subjects 


A consecutive sample of 200 couples referred to and 
assessed in a sexual dysfunction clinic over two years were 
included in the investigation. The clinic, which was staffed 
by two psychiatrists from a university department of 
psychiatry, served a district catchment area, and received 
referrals from general practitioners, general-hospital doctors 
and psychiatrists. The psychiatrists carried out all the initial 
clinical and research assessments, administered the research 
questionnaires, and provided much of the treatment. 
However, many couples who entered sex therapy were 
treated by staff in training under close supervision (Hawton, 
1980). 


Assessments 


The general assessment procedure, which included detailed 
interviews and physical screening, has been described 
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elsewhere (Hawton, 1985). Partners were first interviewed 
separately and then conjointly. For the purposes of the 
study, information was collected systematically about the 
nature of their sexual dysfunctions. 

The overall quality of each couple’s sexual and general 
relationship, and each partner's motivation for treatment, 
were rated by the assessors on five-point scales. The 
assessment of motivation was based on the apparent 
enthusiasm of each partner to enter therapy and was 
rated from ‘nil’ to ‘extreme’. The reliability of these 
measures has been reported in detail elsewhere (Hawton & 
Catalan, 1986). In brief, correlations between the ratings 
of sexual and general relationships and of motivation, 
made for 61 consecutive couples by assessors and by 
independent therapists who took patients on for treatment, 
often several weeks later, were all highly significant 
(P<0.01 to P« 0.001). The assessors recorded whether each 
partner was currently suffering from psychiatric disorder, 
and if so, its severity (severe/moderate/mild). Previous 
psychiatric disorder was noted, according to the setting in 
which the patient had been treated (in-patient, out-patient, 
or general practice). When a patient had a physical disorder, 
its likely aetiological relationship to the sexual dysfunction 
was assessed according to the following classification: 
‘directly associated’ (e.g. severe diabetes, with peripheral 
neuropathy and retinopathy, and erectile dysfunction; 
severe endometriosis and female pain o2 intercourse; 
male pain during orgasm following trauma affecting the 
bladder), ‘indirectly or possibly associated’ (e.g. infertility 
and erectile dysfunction; post-pill amenorrhoea and female 
impaired interest), or ‘no association’ (e.g. spastic colon, 
asthma, psoriasis and a variety of dysfunctions). Any 
medication the patient was currently taking was also 
recorded. 

Both partners completed two standard self-rated 
questionnaires to evaluate their psychiatric state: the 
General Health Questionnaire (GHQ) (28-itezm) (Goldberg 
& Hillier, 1979), which provides an overall measure 
of psychiatric morbidity, with a ‘caseness’ cut-off 
score of 4/5, scores higher than 4 indicating likely 
psychiatric disorder; and the Leeds Scales for Anxiety 
and Depression (Snaith ef al, 1976), which have been 
widely used in individuals from non-psychiatric popula- 
tions. The assessors did not score these two questionnaires 
until after they had completed the items on their own 
recording forms (including the rating of psychiatric 
disorder) and decided what treatment to offer the 
couple. 

In presenting the results we have distinguished in each 
couple between the presenting subject (i.e. the partner with 
the sexual problem, or where both partners had a problem, 
the partner with the more severe or longstanding difficulty) 
and the partner. 


Statistical analyses 


The data were analysed by means of the Statistical Package 
for the Social Sciences (Nie ef al, 1975), using x?, Mann- 
Whitney U, Wilcoxon matched-pairs signed-ranks test, and 
t tests, as appropriate. 


Results 
Characteristics of the couples 


Sexual dysfunction 


The sexual dysfunctions of the 200 couples are shown in 
Table I. The presenting subject was male in 95 cases (48%) 
and female in 105 cases (52%). Sexual dysfunctions were 
also present in 15% of partners: 18 male partners (17%) 
and 12 female partners (13%). Erectile dysfunction was by 
far the most common dysfunction in male presenters, 
whereas premature ejaculation was the most common in 
male partners. Impaired sexual interest was the most 
common dysfunction in both female presenters and female 
partners, with 36% of all females having this problem. 


TABLE I 
Sexual dysfunctions in presenters and partners 


Presenters Partners 
Number (%) Number (%) 

Males (n— 95) fn 105) 
Erectile dysfunction 60 (63) 2 (2) 
Premature ejaculation 15 (16) . M (10) 
Impaired sexual interest 8 (8) 5 (5) 
Retarded ejaculation 6 (6) — 
Pain on intercourse 2 (2) — 
Other 4 (4) — 
No dysfunction — 87 (83) 
Females fn — 105) (n=95) 
Impaired sexual interest 64 (61) 8 (8) 
Vaginismus 14 (14) — 
Dyspareunia 11 (11) — 
Orgasmic dysfunction 9 (9) 2 (2) 
Other 7 (7) 2 Q) 
No dysfunction — 83 (88) 


Age and social class 


Male presenting subjects were generally older (mean age 
41 years (s.d.12)) than female presenting subjects (mean 
age 31 years (s.d. 9); f=6.9, P<0.001). Male presenters 
ranged in age from 20 to 68 years, and female presenters 
from 18 to 57 years. 

The social class distribution of the couples was as follows: 
classes I and II, 89 (44.5%); class III, 69 (34.5%); classes 
IV and V, 29 (14.5%); other, 13 (6.5%). Compared with 
the social class distribution in the catchment area (classes 
I and II, 34%, III, 43%; IV and V, 23%), social classes 
I and IJ were over-represented in the referred sample 
(2214.72, 2d.f., P« 0.001). 


Sources of referral 2 


The majority of couples were referred by general 
practitioners (58%). Gynaecologists, including those 
working in infertility clinics, referred 12%, psychiatrists 
15%, and hospital physicians 15%. 
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TABLE II 
Psychiatric status, physical disorders, and medication in presenters and partners 

















Male presenters Male partners Female presenters Female partners 
(n — 95) (n— 105) (n= 105) (n 95) 
GHQ 
Cases: number (9) 47 (49) 22 Q1) 57 (55) 46 (48) 
Total score: mean (s.d.) 6.2 (6.3) 2.7 (4.1) 7.3 (6.9) 5.9 (6.4) 
Leeds scale: mean (s.d.) 
Depression 5.1 (3.3) 3.1 (3.0) 6.3 (3.8) 5.2 (3.5) 
Anxiety 5.2 (3.7) 3.9 (2.9) 6.8 (4.5) 6.1 (3.9) 
Psychiatric disorder present: 
number (98$) 
Assessors' rating 32 (34) 13 (12) 53 (50) 31 (33) 
Currently using psychotropic 
medication 12 (13) 4 (4) 25 (24) 13 (14) 
History of psychiatric disorder 33 (35) 27 (26) 54 (51) 34 (36) 
Physical disorder: number (5$) 
~ with direct effect on sexual 
function 24 (25) 1 (1) 7 (7) 1 (0) 
with indirect/possible effect 8 (8) 7 (7) 12 (11) 13 (14) 
with no association 8 (8) 3 (3) 6 (6) 2 (2) 
total 40 (42) 12 (11) 27 (26) 16 (17) 
Current use of medication for 
physical disorder: number (%) 22 (23) 5) 33 (31) 15 (16) 





Motivation for treatment 


The assessors’ rating of the subjects’ motivation for 
treatment indicated greater motivation among male presen- 
ters (mean 4.3 (s.d. 0.9) ) than female presenters (mean 3.7 
(s.d. 1.1); Mann-Whitney U test, z=3.72, P« 0.001). 
Furthermore, male presenters were generally rated as more 
highly motivated (mean 4.3 (s.d. 0.9) ) than their partners 
(mean 3.8 (s.d. 1.1); Wilcoxon z=3.16, P« 0.01). There 
was no major difference between the motivation ratings for 
female presenters and their partners. 


Marital and general relationship problems 


The assessors identified significant marital problems in 26 
(28%) male-presenting and 36 (35%) female-presenting 
couples (NS). Similarly, no significant difference was found 
between male- and female-presenting couples in terms of 
the assessors’ ratings of their general relationships (male- 
presenting couples, mean 2.17 (s.d. 0.87); female-presenting 
couples, mean 2.4 (s.d. 1.06) ). 


Psychiatric status 

Assessment of psychiatric morbidity 1n the couples (based 

on previous psychiatric history, scores on the GHQ and 
. Leeds scales, presence of current psychiatric disorder, and 
- use of psychotropic medication) indicated that there was 

generally greater morbidity in female presenters than male 

presenters (Table IT). Relatively few of the male partners 


appeared to suffer psychiatric problems. In addition, 
comparison of male presenters with male partners showed 


the former to have significantly worse scores on all measures 
of psychiatric state, current or past. In contrast to this, the 
groups of female presenters and female partners were 
almost indistinguishable in terms of their psychiatric status, 
psychiatric morbidity being common. 


General Health Questionnaire. Male and female presenters 
did not differ significantly in the proportions who scored 
above the cut-off point (i.e. were ‘cases’) on the GHQ - 
the scores of approximately half exceeding this criterion - 
nor in their total GHQ scores. However, female partners 
were more likely than male partners to be GHQ cases 
(322 15.56, 1 d.f., P« 0.001), and they had higher total 
GHQ scores (t=4.16, P«0.001). In addition, female 
presenters had higher total scores than their male partners 
(paired 1— 5.92, P« 0.001). 


Leeds Anxiety and Depression Scales. Compared with 
male presenters, female presenters were both more anxious 
(£2.70, P<0.01) and more depressed (f= 2.16, P « 0.05). 
They were also more anxious (paired t=5.08, P<0.001) 
and depressed (paired t= 7.25, P«: 0.001) than their male 
partners. However, there were no major differences between 
male presenters and their female partners. The male partners 
were less anxious (f=4.22, P« 0.001) and depressed 
(t2 4.60, P<0.001) than the female partners. 


Current psychiatric disorder. According to the assessors' 
ratings, more of the female than male presenters currently 
had a psychiatric disorder (ê= 5.09, 1d.f., P<0.05). 
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Psychiatric disorder was also more common among the 
female partners than the male partners (x7= 10.77, 1 d.f., 
P« 0.001). The large majority of those with psychiatric 
disorder were suffering from depression, anxiety, or mixed 
states of anxiety and depression. These disorders were 
generally of mild severity. 


Psychotropicc medication. In keeping with the above 
findings, more of the female than male presenters were 
using psychotropic medication (although the difference did 
not reach statistical significance). Female partners were 
significantly rnore likely to be using psychotropics than were 
male partners (32 — 5.00, 1 d.f., P« 0.05). 


History of psychiatric disorder. Female presenters were 
more likely than male presenters to have had a psychiatric 
disorder in the past (3254.99, 1d.f., P<0.05), most 
having received treatment either as psychiatric out-patients 
or from their general practitioners. In both g-oups, patients 
had suffered predominantly from affective disorders, 
usually depression. 


Physical disorders and medication 


Many of the males with sexual dysfunction had physical 
disorders (Table II). In particular, physical disorders with 
recognised direct effects on sexual function (e.g. diabetes) 
were far more common among the male p-esenters than 
among either the female presenters (7—11.79, 1 d.f., 
P<0.001) or the male partners (x*=24.77, ld.f., 
P«0.001). However, physical disorders in general were 
more common among female presenters than among their 
partners (x7— 6.17, 1 d.f., P<0.05), several of the women 
having gynaecological problems. 

Medication for physical disorders (Table II) was more 
commonly being used by male presenters thar male partners 
Oĉ=12.92, 1d.f., P«0.01), and by female presenters 
than female partners (x= 5.86, 1 d.f., P<0.D5). The most 
frequent types of medication being used by male presenters 
were hypotensive and anticholinergic drugs, and by female 
presenters, analgesics and anticonvulsants. 


Characteristics of patients according to type of sexual 
dysfunction 


Presenting subjects were grouped according to type of 
sexual dysfunction and then the characte-istics of the 
subjects within each group were compared with those of 
the rest of the presenting subjects of the same sex. These 
comparisons were restricted to the dysfunctions represented 
by a reasonable number of cases (i.e. males - erectile 
dysfunction, premature ejaculation, and impaired sexual 
interest; and females — impaired sexual interes, vaginismus, 
and orgasmic dysfunction). The factors that characterised 
each dysfunctional group (to a statisticaliy significant 
extent) can be summarised as follows: 


Male presenters 

Erectile dysfunction: older age, shorter duration of 
dysfunction, worse sexual relationship, physical disorders 
present (mostly with direct adverse effects) and on 
medication for physical disorders 


Premature ejaculation: younger men, longer duration of 
dysfunction, less impaired sexual relationship and no 
physical disorder 

Impaired sexual interest: poor motivation for treatment 


Female presenters 

Impaired sexual interest: poor general relationship, poor 
sexual relationship, poor motivation for treatment, 
history of psychiatric disorder and physical disorders 
present 

Vaginismus: good general relationship, well motivated 
for treatment, good psychological adjustment and no 
psychiatric history 

Dyspareunia: physical disorders present (both directly and 
indirectly/possibly related to the sexual dysfunction) 
Orgasmic dysfunction: good sexual relationship and well 
motivated for treatment. 


Treatment 


Following assessment, sex therapy tended to be offered 
more often to female- than male-presenting couples (Table . 
III; x? 23.69, 1 d.f., P<0.10). Marital therapy was also 
offered more often to female-presenting couples (x^ — 3.86, 
1 d.f., P« 0.05), especially those in which the women had 
impaired sexual interest (it was offered to 15 out of 64 of 
these). Brief counselling was more often offered to male- 
presenting couples (x!— 7.31, 1 d.f., P« 0.01). 








TABLE III 
Treatment offered 
Male- Female- All 
presenting presenting couples 
couples couples  (n— 200) 
(n-95)  (n-105) 
Number Number Number 
(%) (*$) (%) 
Sex therapy 45 (47) 65 (62) 110 (55) 
Marital therapy 6 (6) 17 (16) 23 (12) - 
Brief counselling 21 (22) 8 (8) 29 (15) 
Psychiatric referral 1 (1) 1 (0) 2 (1) 
Other 8 (8) 5 (5) 13 (6) 
Back to referring 
agent 14 (15) 9 (9) 23 (12) 


Characteristics of couples offered sex therapy 


Sex therapy was offered most frequently to the male- 
presenting couples in which the men had premature 
ejaculation, and, especially, to the female-presenting 
couples in which the women had vaginismus (Table IV). 
Comparison of dysfunctional couples offered sex therapy 
with those suffering from the same disorder but offered 
other forms of help showed that males with erectile 
dysfunction offered sex therapy were less likely to be- 
suffering from current physical disorders (x? — 9.61, 1 d.f., 
P «0.01), in particular those with direct effect on sexual 
response (x7= 6.08, 1 d.f., P« 0.02). When the dysfunction 
was female impaired sexual interest, couples offered sex 
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TABLE IV 
Couples offered sex therapy, and those completing it, according to sexual dysfunction of presenting partner 
Sexual dysfunction of presenting subject Number Offered Entered Completed 
sex therapy sex therapy sex therapy 
Number (%) Number (% Number ($$ 
of those of those 
offered it) offered it) 
Males li 
Erectile dysfunction 60 30 (50) 18 (60) 11 (37) 
Premature ejaculation 15 10 (67) 10 (100) 4 (40) 
Impaired sexual interest 8 3 (38) 2 (67) 1 (33) 
Other 12 2 (17) 1 (50) — 
Total 95 45 (47) 31 (69) 16 (36) 
Females 
Impaired sexual interest 64 38 (59) 29 (76) 13 (34) 
Vaginismus 14 12 (86) 11 (92) 9 (75) 
Dyspareunia 11 4 (36) 3 (75) 2 (50) 
“Orgasmic dysfunction 9 5 (55) 3 (60) 2 (50) 
Other 7 6 (86) 3 (50) 1 (17) 
Total 105 65 (62) 49 (75) 27 (42) 


therapy had a better general relationship (Mann-Whitney U 
test, z=4.79, P«: 0.001). In addition, women with impaired 
sexual interest offered sex therapy had higher motivation 
for treatment (Mann-Whitney U test, z=3.91, P« 0.01), 
and were less likely to be considered to have a current 
psychiatric (x? — 7.34, 1 d.f., P<0.01) or marital problem 
62 =26.5, 1 d.£., P«0.001) than those with this dys- 
function who were not offered sex therapy. 


Couples who entered sex therapy 


Over 70% of couples offered sex therapy entered treatment, 
there being no major difference between male- and female- 
presenting couples in the extent to which the offer of this 
treatment was taken up (Table IV). However, nearly half 
(46%) of the couples who entered sex therapy failed to 
complete treatment. — ' 

Comparison of couples who completed sex therapy with 
those that failed to complete treatment showed that 
completion of treatment was associated with higher initial 
motivation for treatment (completed, mean 4.47 (s.d. 0.67); 
not completed, mean 3.94 (s.d. 0.98); Mann-Whitney U 
test, Z=2.41, P<0.02); more favourable general relation- 
ship ratings (completed, mean 1.95 (s.d. 0.79); not 
completed, mean 2.42 (s.d. 0.69); Mann-Whitney U test, 
222.11, P« 0.01); absence of marital problems (x?— 5.12, 
1d.f., P« 0.05); and lower anxiety (Leeds scales) in the 
presenting partner (completed, mean 5.23 (s.d. 2.95); not 
completed, mean 7.19 (s.d. 4.55); t=2.22, 57 d.f., P«: 0.05). 


` 
S 


Discussion 


The patients reported here are comparable with those 
reported in other studies of referrals to sexual 


dysfunction clinics (e.g. Bancroft & Coles, 1976; 
Warner & Bancroft, 1987) in terms of the demo- 
graphic characteristics of the couples referred, 
distribution of sexual dysfunctions, and sources of 
referral. However, it is not possible to say whether 
the clinic referrals are representative of people with 
sexual dysfunction in the general population, as 
many factors influence referral to hospital, including 
willingness to seek help, knowledge, and, possibly, 
socio-economic status. 

The main findings to emerge from the assessment 
of these couples are (a) the considerable proportion 
with marital problems, (b) the frequent presence of 
psychiatric morbidity, and (c) the high prevalence 
of physical disorders. About one-third of the couples 
were thought to have significant marital problems. 
The association between sexual dysfunction and 
marital problems is well recognised (Frank et al, 
1976). It is particularly important to establish which 
is the primary problem and which secondary, and 
then to offer the most appropriate help. When 
significant marital difficulties are present it is 
inappropriate to offer sex therapy in the first instance 
since treatment is very likely to fail (O'Connor, 1976; 
Hawton & Catalan, 1986; Whitehead & Mathews, 
1977, 1986) or, as in this study, be uncompleted. 

Between a third and half of the presenting subjects 
were thought to be suffering from psychiatric dis- 
order at the time of assessment. Psychiatric disorder 
was common among those referred from all sources, 
not just those referred by other psychiatrists. 
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However, the psychiatric conditions tended to be 
mild, and consisted mostly of affective disorders, 
such as depression and/or anxiety. The partners of 
men with sexual dysfunction also showed evidence 
of psychiatric disorder. The prevalence of psychiatric 
disorder was greater than would be expected in the 
general population (Goldberg et al, 1976), somewhat 
higher than would be expected in both general- 
practice attenders (Goldberg & Blackwell, 1970) 
and patients in general-hospital out-patient clinics 
(Catalan et al, 1981; Hughes et al, 1983), but 
lower than would be expected in a psychiatric out- 
patient clinic. The relationship between sexual 
dysfunction, psychiatric morbidity and general 
relationship problems is a complex one and it may 
not always be possible to establish conclusively which 
is the primary problem. In some of the cases reported 
here, the psychiatric disturbance was relatively long- 
standing and the sexual problem may have developed 
secondary to this. In others the psychiatric problems 
were secondary to either marital problems or, less 
frequently, to the sexual difficulties. When dealing 
with individual cases it is important to identify the 
presence of psychiatric symptoms, clarify their 
aetiology and relationship with sexual and other 
problems as far as possible, and institute appropriate 
treatment. In a few cases specific psychiatric 
treatment, including the use of antidepressants, was 
necessary. In some women with impaired sexual 
interest, effective treatment of curreat depression 
also resulted in resolution of the sexual dysfunction. 

Physical disorders were common. particularly 
among male presenters, where as many as a quarter 
were found to be suffering from physical disorders 
with direct effects on sexual function. Although less 
common, physical disorders were also apparent 
among female presenters. As would be expected, 
physical disorders were more common among the 
individuals referred from physicians or gynaecolo- 
gists, but were also found in a substantial proportion 
of those referred from other sources. It is well known 
that a very wide range of physical disorders and their 
treatment can cause sexual dysfunction (Bancroft, 
1983; Hawton 1985) and it is therefore important to 
evaluate the physical status and treatment of patients 
carefully. This may be a problem for non-medical staff 
engaged in this work. They should ensure that they 
have ready access to medical consultation and advice. 

The characteristics identified for subjects in each of 
the dysfunctional groups are in keeping with clinical 
experience and previous research (e.g. Bancroft & 
Coles, 1976; Schreiner-Engel & Schiavi, 1986; Warner 
& Bancroft, 1987). Thus men with erectile dys- 
function were generally older than men with other 
dysfunctions and often had physical disorders, while 


impaired sexual interest in women was often found 
in the context of poor general relationships, low 
motivation for treatment and a history of psychiatric 
disorder. By contrast, vaginismus often occurred - 
against the background of a good general relation- 
ship, with considerable motivation for treatment and 
an absence of psychological problems. 

Following assessment, just over half the couples 
referred to the sexual dysfunction clinic were offered 
sex therapy. Between two-thirds and three-quarters 
entered therapy, but only one-third of male- 
presenting couples and 42% of female-presenting 
couples actually completed treatment. This was in 
spite of the fact that both the clinicians who carried 
out the initial assessments were highly experienced 
in this type of work. The findings concerning 
outcome raise the question of whether selection of 
couples for this fairly time-consuming form of 
treatment should be even more rigorous. This study, 
in keeping with an earlier one (Hawton & Catalan, - 
1986), indicates that when deciding on suitability 
special attention should be paid to the quality of the 
general relationship, psychiatric disorder and symp- 
toms, and motivation. 

Brief counselling was offered to 15% of couples, 
the proportion being higher for male-presenting 
couples. Brief counselling usually consisted of 
one or two treatment sessions, with emphasis on 
provision of specific information, especially about 
how to cope with sexual dysfunction associated 
with physical disorder. Twelve per cent of couples 
were referred for marital therapy (usually to 
Marriage Guidance locally), the proportion being 
higher in the case of female-presenting couples. 
All these couples had significant relationship 
problems. 

The findings of this study indicate that assessment 
of couples referred because of sexual dysfunction 
is not easy. By no means all couples are suitable for 
sex therapy, and even when there is careful selection 
of those that appear to be suitable only approxi- 
mately half will complete treatment. This study 
highlights the importance when assessing couples 
with sexual dysfunction of paying special attention 
to the nature of the partners' general relationship, 
the presence of psychiatric disorder or physical 
problems, and the couple's motivation for treatment. 
It is also important to have available a variety of 
treatment options. 
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Psychoanalytical Aspects of Morbid Jealousy in Women 


THOMAS FREEMAN 


During the course of the psychoanalytical treatment of patients whose morbid jealousy is 
of the non-psychotic type It is possible to identify the unconscious causes of the pathological 
mental state. This material cen provide an insight into the unconscious determinants of the 


contents of delusions of jealousy. 


Delusional jealousy or, more correctly, the delusion 
of infidelity, is the most extreme type of morbid 
jealousy. Its principal characteristic is a complete 
lack of concern for considerations of reality. The 
delusion may occur alone or it may be accompanied 
or followed by other persecutory experiences. Often 
the third party, the occasion for the jealousy, is 
unknown to the patient. The delusion may be an 
element of a paranoid or schizophrenic psychosis. 

In the other major type of morbid jealousy 
(Shepherd, 1961) reality testing is not extinguished, 
despite the intensity of the jealousy. By itself it is 
a rarity in psychoanalytical practice, but it not 
infrequently makes its appearance as a feature of 
cases of symptom and character neuroses of the 
hysterical kind. As a rule these women do not accuse 
their husbands or lovers of having a liaison with 
other women. The occasions for the storms of jealousy 
are many. They may be caused by the husband's 
lateness or absence from the house or the presence 
of an attractive woman who, the patient is convinced, 
is the object of the husband's sexual desire. 

Freud (1922) was of the opinion that his sexual 
theory adequately accounted for the appearance of 
both types of morbid jealousy. In the delusional type, 
an unconscious homosexual (genital) wish was 
externalised on to the heterosexual partner. In the 
‘neurotic’ type a pre-conscious or unconscious 
heterosexual wish was externalised on to the 
heterosexual partner. In seeking the origins of the 
jealousy Freud did not go beyond suggesting that it 
arises ‘in the oedipus or brother and sister complex’ 
(Freud, 1922). 

Melanie Klein (1957) took this inquiry further, and 
in so doing postulated a more complex source of 
normal jealousy and its pathological exaggeration. 
For Klein (1957) jealousy is not autonomous: its 
development is dependent on the earlier appearance 
of envy, a derivative of the death instinct. Although 
differing from Freud on the matter of the timing of 
the Oedipus complex, Klein agreed that jealousy had 
its origins in that triangular relationship. The 
intensity of Oedipal jealousy depends on the strength 
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of the infant’s envy of the mother’s breast; jealousy 
springs from suspicion of the father who is believed 
to have stolen the mother’s breast. The jealousy is 
intensified by envy of the father’s possession of the 
breast. The greater the strength of the infant’s envy 
of the mother’s breast, the greater will be the 
jealousy. Jealousy is more acceptable than envy 
because it is less destructive. 

There are thus two theories of morbid jealousy; 
which is correct? Can the clinical phenomena 
contribute to a decision? There are practical and 
theoretical difficulties here. The co-operation of 
patients who suffer from delusional jealousy is 
impeded by the belief that they are unjustly detained 
in hospital. The admission to hospital confirms the 
husband’s infidelity and the wish to be rid of the 
patient. These patients are therefore suspicious and 
regard the psychiatrist/psychoanalyst as an ally of 
the husband. As a result the yield of information 
about individual patients is small in contrast to that 
obtained from non-psychotic patients who wish to 
participate in psychoanalytical treatment. With 
regard to the latter there is the danger of preferred 
explanations being imposed on the clinical data. 
What does emerge in the course of analytical 
treatment? How does each theory deal with the 
material? Is there any relationship between neurotic 
and delusional jealousy? 


Four cases 


These clinical data refer to four women. Two were in 
psychoanalytical treatment, one for anxiety hysteria, the 
other for neurotic symptoms arising out of an hysterical 
personality; the other two patients suffered from delusional 
jealousy. 


The two neurotic women 


The patients were feminine and attractive in appearance. 
They were intelligent and could express themselves clearly. 
They were aged 34 and 36 years, and had been married for 
more than ten years with two children each. They believed 
their marriages had failed. They had nothing in common 
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with the husbands, who they said were interested only in 
business affairs. The sexual relationship was unsatisfying. 
Neither had experienced vaginal orgasm. Both women were 
intensely possessive, and they had succeeded in exerting 
considerable control over the husbands’ behaviour. This 
in no way allayed the constant suspicion of the husbands' 
infidelity. Violent outbursts of jealousy were so frequent 
that social relationships had become virtually impossible. 

These women took every opportunity to humiliate and 
criticise their husbands. They justified the criticisms on the 
grounds of the husbands’ disinterest in the wives’ intellectual 
and emotional needs. Envy of the husbands’ imagined 
freedom to act as they wished exacerbated their anger. This 
anger was also fuelled by the belief that thoughts of other 
women were always in the husbands’ minds. This led to 
a wish for revenge by taking a lover. This happened in one 
case and acted as the precipitant of the anxiety hysteria. 
Refusal to have coitus was a further expression of the dislike 
of and distaste for the husbands. When coitus did occur 
they disparaged the husbands by scorning their potency. 
One of the women taunted her husband with being a 
‘homosexual. Both women were exhibitionistic. This 
revealed itself in the manner of dress. It afforded one of 
the patients much pleasure while the other was less conscious 
of this. 

Both patients disclosed a history of clitorial masturbation 
beginning around the age of six. The masturbation appeared 
to have been initiated by older children. It continued into 
adult life and was the only means of sexual satisfaction. 
Fantasies occurred during solitary masturbation and during 
coitus. The content of the fantasies was exhibitionistic and 
sadistic. The man was excited to erection by the patient’s 
appearance and then frustrated. There were fantasies of 
a lover possessing the attributes lacking in the husband. 
Love-making with the husband was tolerated when certain 
mental and physical conditions were present. In one case 
the husband had to relate details of his love-making, real 
or imagined, with other women (despite the fact that such 
a thought on the patient’s part would be the occasion for 
an outburst of jealousy). In the other case the patient could 
experience excitement only if she could watch her husband’s 
coital movements in a mirror. 

The onset of menstruation was a shock for both patients, 
neither being prepared for the event. Initially it was 
concealed from the mother because of the belief that 
the bleeding had been caused by masturbation. This 
concealment appeared as a transference repetition. These 
women did their best to ignore the fact of menstruation, 
and regarded it solely as a burden unfairly imposed on them. 
This attitude was consistent with the fact that in childhood 
both women had wanted to be boys. These wishes arose 
from admiration of an older brother in one case and a male 
cousin in the other. The latter patient had occasionally 
shared a bed with her cousin and recalled wishing she could 
absorb his body into hers and so become him. The husbands 
of these women were well built and athletic. They were 

slatterday representations of the brother and cousin. 

Although psychically possessing the wished for masculinity 
it was in reality a disappointment. This in turn led to wishes 
for a more satisfactory male figure. The extension of this 
wish contributed to the morbid jealousy. 


Both women preferred the company of men. They did 
not have women friends. The apparent disinterest in women 
vanished if, in the company of the husbands, they 
encountered an attractive woman. This led to jealous rage. 
After some resistance both patients admitted to a pleasure 
in looking at women they thought attractive. Initially this 
pleasure was obscured by envy. Both felt inadequate in the 
presence of attractive women, comparing themselves 
adversely with them. They particularly envied their breast 
development. One of the patients expressed her resentment, 
jealousy, and rivalry with men for a beautiful woman’s 
favours in the following manner: ‘‘How can such a little 
squirt of an actor have so many lovely women.” The sexual 
interest in women had childhood forerunners in sexual 
games with older sisters. 

Following a period of resistance, one of the patients, now 
separated from her husband, revealed that she hated having 
to speak about occasions when she failed to capture a man’s 
attention. This gave her a sense of worthlessness. However, 
if she was able to report that one or more men were 
competing for her interest her self-esteem was heightened. 
She confessed that talking of her conquests excited her. 
Reluctantly she admitted that she had been unfaithful to 
her current lover (and her husband). It was only with the 
greatest difficulty that she had refrained from boasting to 
her lover of her conquest. She had to acknowledge that she 
obtained a similar pleasure talking of her conquests during 
the analytic session. The excitement she experienced was 
similar to the excitement she felt when listening to her 
husband’s description of his exploits. The boasting had an 
additional determinant. Unconsciously her aim was to make 
the man jealous — her lover and the analyst in the present, 
her lovers in the past. A similar wish was to be found in 
the other patient. These wishes were motivated by their 
hatred of men. 

In analysis both patients initially presented with fears of 
being dismissed as unsuitable for treatment. Soon there was 
disappointment with the analysis in the same way as they 
had become disenchanted with thelr husbands. Much 
resistance had to be overcome before they were able to 
admit that their disappointment was due to the frustration 
of a wish for an all-embracing, exclusive relationship which 
would meet all their physical and emotional needs. The 
intensity of this longing and the humiliation caused by its 
disclosure led alternately to depression, rage, and to 
worsening of symptoms. In one case the failure to obtain 
satisfaction of these transference wishes led to a prolonged 
phase of ‘acting out’. Completely out of character, this 
woman embarked on two successive relationships with men 
more than 25 years older than herself. In both instances 
she transiently achieved that which she sought. She was able 
to exert control over the relationship, reverse the situation 
as it existed in the analysis, and disappoint rather than be 
disappointed. 

The memories of childhood which this patient recalled 
suggested that the current longing for a physical and 
emotional intimacy which excluded all others, and the 
manner in which it was enacted, was a repetition of the real 
or wished for relationship with the mother of infancy or 
early childhood. She remembered spending long periods 
in bed with her mother, lying close to her, feeling warm 
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and secure. She recalled her resentment when her father 
appeared. Shs insisted on lying in bed foc hours with her 
elderly lovers and at times had the fantasy of burying herself 
alive in them. Much of the incentive for this behaviour lay 
in the pleasure she found in oral, skin, and anal stimulation. 
This compensated for the poor potency of the older men. 

The second patient had fewer memories of her mother 
beyond remembering how frightened she was of ill health 
and the measures the mother took to protect her. As a result 
she was frequently kept from school and had frequent visits 
to the doctor. The hypothesis that the longing expressed 
in analysis was a transference from the mother could also 
claim support from an equally strong dependency and 
separation anxiety observed in both patients. However, note 
must be taken of the recollection, made by both women, 
of contempt for their mothers for the inability to stand up 
to their husbands. 

The fathers of these patients were unstable men given 
to violent outbursts of anger which on occasion led to 
physical attacks on their wives. In one case the cause 
of the violence was delusional jealousy. The patient 
remembered seeing a knife under her father’s pillow, and 
recalled how he would stay awake late into the might to 
make sure her mother did not leave the house to meet 
imagined lovers. He was devoted to the patient and she to 
him. The other patient was fearful of her father but there 
were periods of closeness which terminated when she 
reached puberty. He would embrace her tizhtly and some 
of his behaviour was genitally stimulating as when he would 
swing her astride his foot. These women were easily aroused 
to anger, were impulsive and unpredictable, as their fathers 
had been. As children they admired their fathers and it was 
this admiration which led to an identifica-ion with them 
as expressed in character traits and behaviour. 

Were the childhood experiences with the fathers and the 
wish for their repetition the cause of the ‘transference 
longing’? 


The two deluded women 


The deluded women were married. One was aged 34 and 
had five children. The other was aged 52 wit two children. 
The former accused her husband of having an affair with 
a neighbour. The anger against her husband was intense. 
She demanded to know why he had put her into hospital. 
Was it to get rid of her once and for all? Sbe knew he had 
always hated her and had gone out of his way to humiliate 
her in front of relatives and friends. He had no interest in 
her nor cared what happened to her. She had suspected his 
fidelity for a long time, but recently she had become 
convinced that he was involved with another woman. She 
said that he had taken to visiting the neighbour's house on 
the pretext of wanting advice from the husband about a 
repair to his motorcar. One day, while standing at the 
window, she noticed him talking to this woman. They were 
conversing in a most intimate manner and she could tell 
from his facial expression that he was sexually excited by 
her. Later she accused him of having an affair with the 
neighbour. He denied this. In the following days she noticed 
people in the street looking at her in a peculiar fashion. 
She concluded that this was because they knew of her 


husband's infidelity and further that, having told his 
lover of the patient's sexual intimacies, she had broadcast 
this information to the whole neighbourhood. Following 
this, she attacked her husband physically and threatened 
to kill bim and his ‘lover’. At this point the husband 
sought medical advice and the patient was admitted to 
hospital. Inquiries failed to discover any basis for the 
patient's accusations, it was impossible to advance beyond 
the repetitions of the accusations against the husband. 
Once pharmacotherapy had led to the disappearance of 
the delusional jealousy, the patient insisted on leaving 
hospital. 

Some months before the second patient had her psychotic 
attack, her husband had a heart attack, from which he 
recovered and he was able to resume his employment. 
According to him, marital relationships had been satisfactory 
although his wife was inclined to be possessive and complain 
if he was inattentive. Questioned at the time of admission 
to hospital, the patient said that she had no idea who the 
husband's lover was. Her accusation of infidelity was based 
on her belief that he had lost interest in her and therefore 
there must be another woman. Her suspicions were- 
heightened by the fact that he had begun to go out in the 
evening. He said that he met a friend in the pub for a drink. 
She reluctantly admitted that her husband no longer made 
sexual advances, and it was this that convinced her of his 
infidelity. She raged against her husband and held him 
responsible for her being in hospital. He wanted her locked 
away for life or perhaps had made arrangements for her 
to be killed. She was unwilling to speak to any of the 
hospital staff because she believed that they were in league 
with her husband. Again, pharmacotherapy led to the 
disappearance of the delusional jealousy. 

One year later this woman was re-admitted to hospital. 
There was no sign of the delusion of jealousy, but she was 
fearful and agitated. She said her husband was dead, and 
that she was being hypnotised against her will. The 
hypnotism was being carried out by soldiers who regularly 
passed by her house on patrol (the patient lives in Northern 
Ireland). In the past she had occasionally spoken to them. 
Under the influence of the hypnosis she was made to ` 
feel sexually excited. While in this state the soldiers 
came into the house and had coitus with her. Once 
again, pharmacotherapy led to the disappearance of this 
persecutory delusion. 

At this point the patient was willing to talk about 
herself. Her husband had suffered a second heart attack 
but again had recovered well. She worried about him and 
the future. Her sleep had deteriorated during his illness. 
She was tired and depressed in mood after his discharge 
from hospital. 

As to her early life, she was the middle child of 
three, having an older and a younger brother. She greatly 
admired her older brother and was on good terms with him. 
Family life had been uneventful. She had an uncle who had 
been admitted to hospital with a persecutory type of 
psychosis. She was impatient to return home, and this ) 
brought the meetings to an end. Follow-up sessions were ' 
involved with her life circumstances and complaints of 
depression. Two years later there had been no recurrence 
of delusions. 
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Discussion 


When the clinical observations are evaluated in terms 
of Freud’s theory of morbid jealousy it may be 
claimed that the sexuality of these patients was 
predominantly phallic in nature. In the case of the 
non-psychotic patients the sexual aims were sadistic 
and exhibitionistic. These women wished to triumph 
over men and humiliate them. The patient who 
boasted of her power to excite men was behaving like 
her husband when he told her of his adventures. 
Through identification with the man she turned the 
tables on him. She no longer needed to be envious. 
The man to whom she boasted had to suffer envy 
as well as jealousy. In the analysis her exhibitionism 
was expressed in accounts of sexual exploits. Enticing 
and trapping a man was a trick but there had to be 
an audience - the analyst or the current lover. 

A similar exhibitionistic fantasy may be discerned 
in the delusion of the first psychotic patient. She 
believed that her husband had humiliated her by 
telling his ‘lover’ the details of their love-making — she 
in turn told everyone else. Unconsciously the patient 
wished to boast of her sexual power over a man. 
However, the unconscious exhibitionistic fantasy was 
deflected from consciousness and projected on to her 
husband and his ‘lover’. 

This delusion and that of the other psychotic 
patient can be regarded as masturbatory fantasies 
with exhibitionistic and sadistic aims similar to those 
of the ‘neurotic’ patients. Both the deluded patients 
unconsciously wished to humiliate the husbands by 
making them envious and jealous. However, in the 
psychotic attacks clitorial excitement did not reach 
consciousness. The sadism and exhibitionism were 
subject to reversal (active to passive) and projected 
on to the spouse in the first case and on to the soldiers 
in the second case. 

Sexual (genital) frustration was not an immediate 
cause of illness in the ‘neurotic’ patients. However, 
such a frustration may have occurred in the cases 
of delusional jealousy. In one, the psychosis erupted 
a year after the birth of the patient's last child. When 
questioned, the husband reported that contraception 
since the birth had been by coitus interruptus. His 
wife had disliked this, found it unsatisfying, and a 
cause of sleeplessness. In the second case the illness 
followed the husband's loss of sexual interest with 
the patient being left unsatisfied. Did the frustration 
lead to the reinstatement of phallic sexuality and 
clitoral excitability? In the first case the unconscious 
wish to humiliate the husband was projected. In the 
second case the wish to kill the husband was first 
expressed as a fear that he wished her dead, and then 
later in the delusion that he was dead. Can these 


phenomena be attributed to hatred evoked by 
libidinal frustration? 

What has been described reveals the 'neurotic' 
patients as envious persons. They were conscious of 
being envious and had no guilt about it. They envied 
their husbands because of their ‘freedom’ and men 
in general because they were not burdened by 
menstruation. They envied women they thought 
beautiful. In particular they envied their breasts. The 
delusional patients did not spontaneously admit to 
envy, but lest its presence may have been overlooked, 
both were questioned about this. Only the first 
patient admitted that she had often felt envious of 
her neighbour, whom she had known for a long time. 
She admired her, and envied her appearance and 
clothes. 

According to Klein's (1957) theory, the morbid 
jealousy of these patients occurred because they were 
envious of other women unconsciously representing 
the mother's breast. The neurotic patients were 
certainly fixed to the mother. This could only be 
surmised in the psychotic cases. Certain aspects of 
the heterosexual relationships of the neurotic patients 
were repetitions of the mother relationship. These 
were repeated as transferences. From time to time 
these women expressed an envy of the author, and, 
within the context of a mother transference, this 
could be interpreted as envy of the mother's breast. 

There is, however, a formidable objection to the 
theory (Klein, 1957) that gives envy a primary 
role in the causation of morbid jealousy. It 
is an objection which transcends the analytical 
interpretation of transference and extratransference 
data. Psychoanalytical explanations of neurotic 
symptoms, of affect disorders, and of psychoses are 
based on the presence of unconscious (repressed) 
mental contents. In Klein's theory, envy is regarded 
as the engine of the morbid jealousy. However, in 
the analysed patients described here the envy 
appeared in the transference and in extratransference 
relationships. How then can a conscious affect, quite 
apart from the fantasies postulated to accompany 
it, be responsible for the exaggeration of another 
affect, namely jealousy? Those who favour Klein's 
theory (Etchegoyen et al, 1987) will claim that 
conscious or pre-conscious traces of unconscious 
envy were present in these cases and these traces did 
not become the subject of transference interpretations. 

In the neurotic patients two separate, yet related, 
unconscious wish fantasies were to be observed. The 
first was exhibitionistic and served sadistic aims. The 
second was homosexual. Both comprised aspects of 
a phallic sexual organisation. The conscious envy of 
women acted as a screen for the homosexual wishes 
which, being externalised on to men, led to 
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the morbid jealousy. Men were envied bzcause they 
had the power to attract and possess women. The 
narcissistic nature of the women's heterosexual 
object choice was an attempt to dispel this envy. Such 
an attempt was always destined to fail when they 
were confronted with the fact of their femininity - 
namely menstruation. Possession of a man had the 
unconscious significance of possessing a penis. AII 
men were rivals for desirable women. Viewed in this 
way, the disposition to morbid jealousy has its basis 
in a pathological castration complex. What opposed 
consciousness of the homosexuality? Waat checked 
the desire to make men jealous and instead made 
them victims of jealousy? Was it dread of the wish 
to acquire the man's masculinity and dispose of him? 
The delusional content of the psychotic patient offers 
some support for the last question. It would appear 


from the phenomena reported here that the projection 
of jealousy and envy as well as the externalisation 
of heterosexual and homosexual wishes together 
lead to the appearance of morbid jealousy in 
women. 
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Treatment of Depressed In-Patients 


Cognitive Therapy plus Medication, Relaxation plus Medication, 
and Medication Alone* 


WAYNE A. BOWERS 


Thirty in-patients received one of three treatments - medication (nortriptyline) alone (MA), 
relaxation therapy plus medication (RT&M), or cognitive therapy plus medication (CT&M) (each 


n=10) 


- along with ward milieu. The relaxation and cognitive therapy groups participated 


in 12 therapy sessions. Symptoms of depression and related cognitive varlables were assessed 
at sessions 1, 6 and 12, and at discharge. All groups improved over the course of the study. 
CT&M and RT&M groups reported significantly fewer depressive symptoms and negative 
cognitions at discharge than the MA group. The number of subjects judged depressed at 
discharge was lower in the CT&M group than In the MA and RT&M groups. It is proposed 
that a consistent rationale for treatment is a significant facilitating factor in achieving 
behavioural and cognitive changes in depression. 


Cognitive therapy (Beck et al, 1979) has been shown 
to be effective with mild to moderate unipolar, non- 
psychotic depression (Rush eft al 1977; Blackburn et 
al 1981; Murphy ef al, 1984; Beck et al, 1985). 
Research, however, has almost exclusively focused 
on a depressed out-patient population (Williams, 
1984; Hollon & Beck, 1986). 

Few reports of cognitive therapy with in-patients 
have been published. Beck et al (1979) used cognitive 
therapy with 11 drug-free depressed patients who 
were in hospital either for endocrine studies or 
because they were not responsive to antidepressant 
medications. At the end of their hospital stay, 10 of 
the 11 patients showed significant lessening in their 
depressive symptoms. De Jong et al (1981, 1986) used 
a cognitive-behavioural approach with depressed in- 
patients which reduced symptoms of depression, and 
gave the group better social skills than a treatment 
control group. Miller et al (1985) compared cognitive 
therapy plus medication against social skills training 
plus medication with six psychiatric in-patients who 
had multiple stays in hospital for depression. At the 
end of treatment, four of the six patients (two from 
each group) exhibited complete remission of depres- 
sive symptoms, while one subject in each group 
exhibited partial remission of symptoms. Wright ef 
al (unpublished research) reported on the successful 
treatment of 38 depressed in-patients using cognitive 
therapy and pharmacotherapy: symptoms of depres- 
sion were significantly reduced at the end of 
treatment. Bishop ef al (1986) described a case 


in which psychotic depression was treated by 
cognitive therapy. At discharge the patient had a 
significant decrease in depressive symptoms and 
negative thoughts common in depression. Changes 
were sustained at 10- and 16-month follow-up 
without medication. 

The utility of cognitive therapy with severely 
depressed individuals is controversial (Rush, 1984), 
given the limited number of studies. Methodological 
problems impede generalisation of current studies, 

primarily because of small sample sizes, minimal use 
of blind raters, and inadequate control of the same 
antidepressant medication across groups. Also, 
Fennell & Teasdale (1982) suggest that the evidence 
for the effectiveness of cognitive therapy does not 
yet extend to more severely depressed patients. 

The purpose of the study reported here was to 
compare the differential effect of treating depressed 
in-patients with cognitive therapy plus medication 
as compared with medication (nortriptyline) alone, 
and relaxation plus medication (a reference group). 
Also, an attempt was made to standardise anti- 
depressant medication across treatment groups. 

Two predictions were made: (a) individuals treated 
with cognitive therapy plus medication would have, 
at discharge, a greater decrease in symptoms of 
depression than those treated with either medication 
alone or relaxation plus medication; and (b) changes 
in depressive symptoms would appear earlier in 
treatment in the cognitive therapy plus medication 
group than in the other two groups. The latter 
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prediction was based on Blackburn & Bishop (1983), 
who suggested that a more rapid improvement may 
occur with a combination of medication and cogni- 
tive therapy, and that the combination of methods 
was more effective with more chronically ill and 
symptomatic patients. 


Method 


Subjects 


Patients between the ages of 18 and 60 in hospital for 
unipolar depression at the University of Iowa Psychiatric 
Hospital were asked to participate. All had a minimum 
esghth-grade education and sufficient reading comprehension 
capabilities to complete self-report forms. Based on 
DSM-III criteria (American Psychiatric Association, 1980), 
unipolar depression was diagnosed by a staff psychiatrist. 
Exclusion criteria were bipolar affective disorder, panic 
disorder, alcoholism, drug use disorder, antisocial 
personality, Briquet’s disorder, any psychotic depressive 
episode, schizophrenia, organic brain syndrome, mental 
retardation, presence of specific physical illness, and 
medical contraindications for the use of antidepressant 
drugs. Treatment with electroconvulsive therapy (ECT) and 
active suicidal behaviour also excluded a patient from the 
study. Forty-one patients were asked to participate in the 
study. Eight declined and the remaining 33 signed written 
consent forms. One patient from each group was dropped 
from the study due to violation of the protocol. 

All subjects were Caucasian; 24 (80%) were female and 
6 (20%) male. Demographic and clinical characteristics of 
the treatment groups are shown in Table I. 


Therapist 

The author conducted both the cognitive therapy and the 
relaxation therapy. He had been trained in the use of 
cognitive therapy through two intensive workshops and had 
four years of practice with this modality. Also he had ten 
years’ experience in the use of relaxation procedures. 
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Independent experts verified adherence to the cognitive 
therapy model and relaxation procedures by listening to 
random sessions of two complete therapy series. Typed 
transcripts of the relaxation procedures assured consistent 
presentation. 


Assessinent instruments 


Two instruments were used to assess changes in the subjects’ 
depressive symptoms: the Beck Depression Inventory (BDI; 
Beck ef al, 1961, 1979) and the 17-item Hamilton Rating 
Scale for Depression (HRSD; Hamilton, 1960). Three 
instruments measured different aspects of cognitive process 
and content: the Dysfunctional Attitudes Scale (DAS; 
Weissman, 1979); the Automatic Thoughts Questionnaire 
(ATQ; Hollon & Kendall, 1980); and the Hopelessness Scale 
(HS; Beck ef al, 1974). 

Self-report measures (BDI, ATQ, DAS and HS) were 
filled out at the first, sixth and twelfth treatment sessions 
and at discharge from the hospital. A second-year 
psychiatry resident blind to treatment group assignment and 
experienced in assessing depression with the HRSD 
administered the HRSD on the same days that the self- 
Teport measures were completed. 


Treatment conditions 


Three treatment groups were organised: one for relaxation 
therapy plus medication (RT&M), one for cognitive therapy 
plus medication (CT&M), and one for medication alone 
(MA). All therapy was provided on an individual basis. 
Assignment to one of the three treatment groups was done 
on a rotating basis. 


Pharmacotherapy 


Subjects in the medication alone group as well as those in 
the CT&M and RT&M groups received nortriptyline, a 
tricyclic antidepressant. Dosage at the start of the study 
was in the range 25-75 mg/day, and at the end of the study 
100-200 mg/day. This allowed standard comparison of the 
same drug across all three treatment groups. Dosage was 





TABLE I 
Characteristics of the cognitive therapy plus medication (CT&M,), relaxation therapy plus medication (RT&M), and 
medication alone (MA) groups 

eee 

CT&M RT&M MA Total 

(n=10) (n= 10) (n=10) (n=30) 

Mean s.d. Mean sd. Mean sd. Mean s.d. 

Age: years 31.20 8.25 37.70 6.79 39.60 3.95 36.16 9.82 
Education: years 14.40 2.60 13.50 1.71 12.60 1.34 13.50 1.99 
Number of previous episodes 2.70 1.56 3.50 2.91 3.40 1.57 3.20 2.07 
Number of previous hospital stays 2.40 2.06 3.20 3.04 2.50 1.26 2.70 2.19 
Duration of current episode: months 5.00 3.12 3.90 1.91 5.30 2.62 4.73 2.58 
Starting dose TCA: mg/day 55.00 10.57 47.50 7.90 57.00 12.07 53.16 10.85 
Discharge dose TCA: mg/day 137.50 35.84 137.50 29.46 120.00 30.73 131.66 32.11 
Days in hospital 29.40 8.85 27.00 7.22 31.90 9.06 29.43 8.37 
ne ne ÉD 
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determined by the staff or resident psychiatrist treating the 
patient. Starting dosages and rate at which dosage was 
changed followed procedures described in the Psychotropic 
Drug Handbook (Perry et al, 1985). The MA group spent 
an average of 31.90 days in the hospital. 


Relaxation 


The relaxation plus medication group was instructed in two 
autogenic-like relaxation procedures. The first relaxation 
procedure focused on major muscle groups and attempted 
to relax subjects by having them release whatever tension 
was apparent. The second relaxation method was a 
modified pain-reduction procedure (Barber & Adrian, 
1982). In this procedure subjects imagined a staircase and 
were instructed to become more relaxed with each step down 
the staircase. Bach patient received twelve 50-minute 
sessions (six sessions of each procedure). The first part of 
a session was devoted to reviewing problems from the 
previous session, changes in feelings of tension, and 
assessment of depressive symptoms. After this the therapist 

~~ proceeded with the relaxation exercise. Subjects were asked 
to practice the procedure daily and to keep track of 
subjective changes in tension. The RT&M group served as 
a reference group for non-specific therapy factors. Patients 
in the RT&M group spent an average of 27 days in the 
hospital and were discharged approximately nine days from 
the end of their therapy. 

The goals of relaxation for each subject were to 
appreciate the relationship between muscle tension and 
depression and to attempt to return themselves to a pre- 
depression level of physical functioning by developing a 
significantly increased ability to relax. Subjects were told 
that anxiety and tension make unpleasant events more 
aversive and reduce enjoyment of pleasant activities. They 
were also told that anxiety and tension impair clear thinking 
required for making decisions, planning and learning new 
skills. Symptomatic complaints arising during the course 
of treatment were explained in terms of muscle tension 
(McLean & Hakstian, 1979; Hoberman & Lewinsohn, 
1985). 


Cognitive therapy 


Patients in the cognitive therapy plus medication group 
received cognitive therapy according to the manual by Beck 
et al (1979). The timing of sessions was modified and 
adapted for use with an in-patient population, patients being 
seen on a daily basis rather than once or twice a weck. In 
order to standardise procedures, a session-by-session 
protocol was developed. (This protocol is available from 
the author.) Each subject completed 12 individual sessions 
of cognitive therapy. Patients in the CT&M group spent 
an average of 29.40 days in the hospital and were discharged 
approximately 11 days after the end of therapy. 


E General 


All subjects received the usual attention from their primary 
hospital treatment team (resident psychiatrist, medical 
student, psychiatric nurse and psychiatric nursing assistant). 
All subjects were in the normal hospital milieu and received 


activity therapy, occupational therapy and recreational 
therapy, and participated in other available aspects of 
hospital life. 


Results 


One-way ANOVAs were computed to test for differences 
between the three groups on the demographic and clinical 
variables of age, years of education, number of episodes 
of depression, admissions to hospital, length of current 
depressive episode, starting dosage of medication, final dose 
of medication, and number of total days in the hospital. 
No significant differences were found between the three 
groups. One-way ANOVAs were used to test for differences 
between treatment groups on all dependent variables at first 
assessment period. There were no differences between the 
three groups on dependent variables. 

As indicated, all of the dependent measures (BDI, HRSD, 
HS, DAS, ATQ) were administered at four assessment 
periods. Results for the three groups are shown in Table II. 

Repeated measures analyses of variance were used to test 
for differences between the treatment groups, with foilow- 
up tests between groups using Tukey's Studentised range 
tests. Significant differences were found for the time effect 
on the HRSD (F(3, 81) -60.9, P<0.001) and the BDI (FG, 
81)=25.3, P<0.001), indicating that objectively for all 
groups there was a significant lessening of depressive 
symptoms over time. There was a significant group effect 
for the BDI (F2, 27)=4.77, P<0.05) but not for the 
HRSD. The means for the three groups on the BDI, 
combined across the four time periods, were MA, 26.7; 
CT&M, 16.4; and RT&M, 16.4. Significant differences were 
found between the MA and CT&M groups and the MA 
and the RT&M groups. There were no significant inter- 
action effects for the HRSD (F(6, 81) = 1.66, NS) or the 
BDI (F(6, 81)— 0.52, NS). 

To assess for more rapid improvement in depressive 
symptoms, repeated measures analyses of variance were 
computed between session 1 and session 6 for the three 
groups on the BDI and the HRSD. Significant differences 
were found for the time effect on the HRSD (Fal, 
27) = 29.73, P<0.001) and the BDI (Fl, 27)=30.77, 
P<0.001), indicating a lessening of depressive symptoms 
between session 1 and session 6. There was a significant 
group effect for the BDI (F(2, 27) 2 3.90, P< 0.03) and a 
trend for the HRSD (F(2, 27) 2 3.24, P< 0.06). There was 
a significant interaction effect for the BDI (FQ, 27) = 3.862, 
P<0.03) but not for the HRSD. 

Follow-up comparisons between the three groups were 
made using the HRSD and BDI results at session 6. One-way 
analysis of variance showed no significant difference in the 
HRSD between the three groups at this stage, but showed a 
significant difference in the BDI (FQ, 27) = 5.28, P<0.012). 
Follow-up tests using Bonferroni ¢ indicated a significant 
difference between the the CT&M and MA groups (t= 2.58, 
P<0.05) and a significant difference between the RT&M and 
MA groups (f=2.99, P<0.05). There was no difference 
between the CT&M and RT&M groups. This suggests that 
by the sixth session there was significantly greater 
improvement in self-reported symptoms of depression in 
the CT&M and RT&M groups than in the MA Broup. 
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TABLE II 
HRSD, HS, ATQ, BDI, and DAS results 














Measure and session CT&M RT&M MA 
Mean s.d. Mean s.d. Mean s.d. 

HRSD 

1 20.7 4.76 16.5 4.96 22.1 5.98 

6 14.6 6.02 10.9 5.30 15.5 5.27 
12 9.2 5.31 9.9 6.25 11.5 5.77 
Discharge 6.6 4.71 73 6.25 8.5 5.18 
AS 

1 11.3 4.45 10.2 5.78 13.9 5.23 

6 7.9 4.30 6.7 5.20 12.3 5.05 
12 6.5 3.76 8.0 6.35 11.9 5.31 
Discharge 5.5 5.03 5.3 4.87 6.9 4.38 
ATO 

1 101.9 22.17 93.2 29.65 121.0 26.39 

6 70.1 16.68 73.7 18.91 100.5 26.66 
12 66.9 17.53 63.7 27.03 97.2 33.09 
Discharge 55.3 24.30 50.3 19.93 79.1 25.79 
BDI 

1 242 10.55 25.8 11.92 31.2 7.68 

6 17.7 8.93 15.9 9.64 29.0 10.32 
12 13.5 6.87 14.4 16.73 27.1 12.25 
Discharge 10.1 8.68 9.3 8.64 19.6 9.15 
DAS 

1 169.6 37.23 152.1 35.93 156.1 40.13 

6 159.3 35.66 128.4 30.74 165.6 30.31 
12 144.0 31.87 133.4 35.40 153.0 37.63 
Discharge 136.66 37.60 117.8 26.73 125.3 28.04 





Significant differences were found for the time effect on 
the three measures of cognition - the DAS (7(3, 81) = 17.2, 
P<0.001), the ATQ (F(3, 81)=35.9, P<0.001), and the 
HS (F(3, 81) 216.6, P<0.001). There was a significant 
difference In the group effect for the ATQ UF (2, 27) - 4.7, 
P<0.05). The means for the three groups on the ATQ, 
combined across the four time periods, were MA 99.5; 
CT&M 73.5; and RT&M 70.2. The MA and CT&M groups 
and the MA and RT&M groups were significantly different. 
This suggests that the CT&M and RT&M groups reported 
significantly less negative thinking and fewer dysfunctional 
attitudes than the MA group. There were no significant 
interaction effects for the measures of cognition. 


Qualitative change 


A major issue in the evaluation of any psychotherapy study 
is the clinical as opposed to statistical significance of changes 
(Jacobson et al, 1984; Nietzel ef al, 1987). Taerefore, it was 
important to examine the number of subjzcts from each 
group who at end of treatment had scores suggesting a 
remission in their depression. At discharge, on the HRSD 
eight of ten subjects in the CT&M group had scores of 6 
or less, as compared with one of ten in the RT&M group 
and two of ten in the MA group (x— 1228, P« 0.001). 


This finding suggests that at discharge from the hospital 
significantly more members of the CT&M group were in 
remission based on observer ratings. BDI scores of less than 
9 (considered non-depressed) were obtained at discharge 


by ten subjects in the CT&M and RT&M groups, but by ` 


no subjects in the MA group (x? — 10.0, P « 0.01). Thus the 
CT&M and RT&M groups had more subjects whose 
depression, on self-report, was in remission. 


Discusslon 


Two specific hypotheses were tested: (a) at discharge, 
individuals treated with cognitive therapy plus 
medication would have a greater decrease in symp- 
toms of depression than those treated with medication 
alone or relaxation plus medication; and (b) change 
in depressive symptoms would appear earlier in the 
course of treatment in the cognitive therapy plus 
medication group than in the other two groups. 
Analysis of the outcome data support in part the 
first hypothesis. The number of patients who were 
blind-rated at discharge as not depressed was 
significantly greater in the CT&M group than in the 
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other two groups. This suggests that the combination 
of cognitive therapy and medication is more benefi- 
cial in reducing observed depressive symptoms than 
medication alone or relaxation and medication. 
However, the number of patients who assessed 
themselves as depressed at discharge was significantly 
lower in both the CT&M group and RT&M group 
than in the MA group. This indicates that therapeutic 
contact is an important part of in-patient treatment 
for depression. 

Change in self-reported depressive symptoms did 
appear earlier in the CT&M group than in the MA 
group. However, changes in self-reported depressive 
symptoms were the same in the CT&M and RT&M 
groups. This finding lends some support to studies 
that indicate a treatment response becoming apparent 
earlier with a combination of medication and therapy 
(Rush et al, 1981; Teasdale, 1985; Fennell & Teasdale, 
1987). The results of this study are similar to reported 

“out-patient studies using cognitive or behavioural 
therapy (McLean & Hakstian, 1979; Blackburn et al, 
1981; Murphy et al, 1984; Beck et al, 1985). 

The finding that both of the psychological inter- 
ventions reduced symptoms of depression is not 
wholly surprising. Past research with out-patients has 
indicated that depressive symptoms respond favour- 
ably to different types of behavioural intervention 
(Fuchs & Rehm, 1977; McLean & Hakstian, 1979; 
Harpin et al, 1982; Kornblith et al, 1983). However, 
a specific type of psychotherapeutic intervention 
related to better improvement in unipolar depression 
has not been supported (Nietzel et al, 1987). 

The similarity of outcome for both cognitive 
therapy plus medication and relaxation therapy plus 
medication on two of four self-report measures may 
be explained by non-specific factors. Creation of an 

` environment that values the individual, listens to and 
accepts current problems, offers warmth and empathy 
is widely accepted as therapeutically beneficial. The 
study suggests that these factors combined with 
medication during in-patient treatment are very 
important and can reduce some symptoms of 
depression better than medication alone. Also, non- 
specific factors operate in such a way as to obscure 
differences that might otherwise be manifested by 
the CT&M and RT&M groups. The notion that such 
non-specific factors influence therapy would be 
consistent with previous research on depression using 
cognitive or behavioural methods (Shaw, 1977; 
McLean & Hakstian, 1979). 

m Another factor that may contribute to the similar 
and better outcome of the CT&M and RT&M groups 
is consistent application of a therapeutic framework. 
The strong cognitive rationale given to patients in 
the CT&M and RT&M groups may have offered 


them a reference point from which to understand 
changes in depressive symptoms (Zeiss ef al, 1979; 
Teasdale, 1985). This hypothesis is supported by 
Kornblith et al (1983), who suggest that the teaching 
of a concrete, understandable behavioural rationale 
may be the significant mediating factor in a number 
of therapies for depression. 

Given the extremely short time period for treatment, 
the blind ratings of change in depressive symptoms 
for the CT&M group is encouraging. Cognitive therapy 
plus medication would appear to have specific effects 
in the improvement of symptoms of depression as 
compared with behavioural interventions plus drugs, 
and with drugs alone. These findings are preliminary 
but if replicated they do suggest an additional approach 
to the treatment of depression for in-patients. 

Although the CT&M group objectively had fewer 
depressive symptoms as measured by the HRSD at 
discharge, what factors contributed to the CT&M 
group not responding as well as predicted? One 
factor may be the short time between sessions. During 
out-patient treatment, patients have from two to seven 
daysto work on issues identified during therapy. Such 
a time period enhances integration of new learning 
or insights that accompany homework and is theo- 
retically a major component of the change in depressive 
symptoms (Beck ef al, 1979). In the present study, the 
CT&M group had approximately 24 hours to complete 
a given assignment, and it is not known whether this 
time is sufficient for patients to integrate new learning. 
Also, this study used 12 sessions as opposed to the 
customary 16-20 for cognitive therapy. This may have 
limited continued response, as treatment ended before 
subjects were discharged from the hospital. It would 
bereasonableto assume that continuing the treatment 
until discharge may have an added effect on reduction 
in reported symptoms of depression. Additionally, 
the full range of cognitive therapy interventions used 
with out-patients was not possible with in-patients. 
The restricted social environment limited the number 
and type of problems patients addressed with 
themselves and/or with significant others. Similarly, 
there were fewer opportunities for them to encounter 
their unique stressors while in hospital. 


Limitations 


The generalisability of the present investigation is 
limited by a number of factors. First, the session- 
by-session protocol did not allow for time or 
techniques to be individualised. Patients were required 
to move to the next level of treatment possibly before 
they were ready. Second, the use of a single therapist 
to administer the two psychological interventions 
limits the generalisability of the results. Attention 
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given beyond customary treatment (i.e. medications) 
for the CT&M and RT&M groups may have 
influenced subjects to please the therapist, creating 
a response bias. Reported changes may have resulted 
from direct contact with the single therapist, 
independent of the type of treatment. Third, the 
small number of subjects in each treatment group 
reduces the generalisability of the results owing to 
reduced power. Reported differences between the 
CT&M, RT&M, and MA groups may be an artifact 
of small sample size. Or, in the opposite manner, 
the small sample size may be a factor in the failure 
of the three groups to show differential effect. 
The combination of cognitive or behavioural 
therapy with medications to treat depressed in- 
patients has only recently received attention, and 
replication of this study is important to assess the 
value of this combined treatment approach. For 
now, these results perhaps should not be extended 
to persons other than those with characteristics 
similar to the subjects of this present study. 


References 


AMERICAN PSYCHIATRIC ASSOCIATION (1980) Diagr-ostic and Statis- 
tical Manual of Mental Disorders (ard edn). Waslrngton DC: APA. 

BARBER, C. & Appian, J. (1982) Psychological Approaches to the 
Management of Pain. New York: Brunner/Mazel. 

Becx, A. T., Warp, C. H., MENDELSON, M., ef al (1961) An 
inventory for measuring depression. Archives of General 
Psychiatry, 4, 561-571. 

— —, WEISSMAN, A., LESTER, D., ef al (1974) Measurement of 
pessunism: the hopelessness scale. Journal of Consulting and 
Clinical Psychology, 42, 861-865 

—, Rusu, A. J., Suaw, B. F., et al (1979) Cognitrve Therapy 
of Depression. New York: Guilford. 

——, Hotton, S. D., Youna, J. E., et al (1985) Treatment of 
depression with cognitive therapy and amitriptyline. Archives of 
General Psychiatry, 42, 142-148. 

BisHop, S., Miter, I. V., Norman, W., ef al (1986) Cognitive 
therapy of psychotic depression: a case report. Psychotherapy, 
23, 167-173. 

BLACKBURN, I. M., Bisuop, S., GLEN, I. M., er al (1981) The 
efficacy of cognitive therapy in depression: a trea-ment trial using 
cognitive therapy and pharmacotherapy, each alone and in 
combination. British Journal of Psychiatry, 139, 181-189. 

—— & —— (1983) Changes in cognition with ph 
and cognitive therapy British Journal of Psychiatry, 143, 
609-617. 

FenneLL, M. J. V. & TEAsDALE, J. D (1982) Cognitive therapy 
with chronic, drug-refractory depressed outpatients: a note of 
caution. Cognitive Therapy and Research, 6, 455—460. 

——— & —— (1987) Cognitive therapy for depression: individual 
differences and the process of change. Cognitive Therapy and 
Research, 11, 253-271. 

Fucus, C. Z. & Ream, L. P. (1977) A self-control behavior therapy 
model program for depression. Journal of Consulting and 
Clinical Psychology, 45, 206-215. 

HAMILTON, M. (1960) A rating scale for depression. Journal of 
Neurology, Neurosurgery, and Psychiatry, 23, 56—62. 

Harrin, R. E., LinguMAN, P., Marks, I., ef al (1932) Cognitive- 
behavior therapy for chronically depressed patients: a controlled 
pilot study. Journal of Nervous and Mental Disease, 170, 295-301. 


Wayne A. Bowers, PhD, Department of Psychiatry, 
Iowa 52242, USA 


BOWERS 


Hoserman, H. M. & LzwiNsoHN, P. M. (1985) The behavioral 
treatment of depression. In Handbook of Depression: Treatment, 
Assessment, and Research (eds E. E. Beckman & W. R. Leber), 
pp. 39-81. Illinois: Dorsey. 

Hotton, S. D. & KENDALL, P. (1980) Cognitive self-statements in 
depression. development of an automatic thoughts questionnaire. 
Cognitive Therapy and Research, 4, 383-395. 

—— & Becr, A. T. (1986) Cognitive and cognitive-behavioral 
therapies. In Handbook of Psychotherapy and Behavtor Change, 
Vol. III (eds S. L. Garfield & A. E. Bergin), pp. 443-482. New 
York: Wiley. 

JacomsoN, N. S., FoLLETTE, W. C. & REvENSTADT, D. (1984) 
Psychotherapy outcome research: methods for reporting van- 
ability and evaluating chnical sigmficance. Behavior Therapy, 
15, 336-352. 

DE Jono, R., Henricn, G. & FERSTAL, R. (1981) A behavioral 
treatment programme for neurotic depression. Behavior Analysis 
and Modification, 23, 167-287. 

——, Trem, R. & Henric, G. (1986) Effectiveness of two 
psychological treatments for inpatients with severe and chronic 
depression. Cognitrve Therapy and Research, 10, 645—663. 

KonnsLITS, S. J , Remm, L. P., O'Hana, M. W., et al (1983) The 
contribution of self-reinforcement traimng and behavioral 
assignments to the efficacy of self-control therapy for depression. 
Cognitive Therapy and Research, 7, 499-528. 

McLean, P. D. & HaxsriaN, A. R. (1979) Clinical depression: 
comparative efficacy of outpatient treatments. Journal of 
Consultmg and Clinical Psychology, 47, 818-836. 

Muer, I. V., Buor, S. D., Norman, W. H., et al (1985) 
Cognitive/behavioral therapy and pharmacotherapy with chromc, 
drug-refractory depressed inpatients: a note of optimism. 
Behavioral Psychotherapy, 13, 320-327. 

Murruy, G. E., Smions, A. E, Werzm, R. D., ef al (1984) 
Cognitive therapy and pharmacotherapy: singly and together in 
the treatment of depression. Archives of General Psychiatry, 41, 
33-41. 

NigrzgL, M. T., RusseLL, R. L., Hewoanas, K. A., ef al (1987) 
Clinical significance of psychotherapy for unipolar depression: 
a meta-analytic approach to social comparison. Journal of 
Consulung and Clmical Psychology, 55, 156-161. 

Perry, P. J., ALEXANDER, B. & Lisxow, B. I. (1985) Psychotropic 
Drug Handbook (4th edn). Cincinnati: Whitney. 

Rusu, A. J. (1984) Cognitive therapy in combination with anti- 
depressant medication. In Combining Psychotherapy and Drug 
Therapy m Clinical Practice (eds B. D. Beitman & G. L. 
Klerman), pp 121-147. New York: Spectrum 

— —, Bax, A. T., Kovacs, M., et al (1977) Comparative efficacy 
of cognitive therapy and pharmacotherapy in the treatment of 
depressed patients. Cognitrve Therapy Research, 1, 17-37. 

———, Kovacs, M., Becr, A. T., ef al (1981) Differential effects 
of cognitive therapy and pharmacotherapy on depressive 
symptoms. Journal of Affective Disorders, 3, 221-229. 

Suaw, B. F. (1977) Comparison of cognitive therapy and behavior 
therapy in the treatment of depression. Journal of Consulting 
and Clinical Psychology, 45, 543-551. 

TEASDALE, J. D (1985) Psychological treatments for depression: 
How dc they work? Behavior Research and Therapy, 23, 
157-165. 

WEISMAN, A. N. (1979) The Dysfunctional Altitudes Scale: 
a Validation Study. Doctoral dissertation, University of 
Pennsylvania. 

Wiuams, J. M. G. (1984) The Psychological Treatment of 
Depression: a Guide to the Theory and Practice of Cognitrve— 
Behavior Therapy. New York: Free Press. 

Zzss, A. M, Lewinsoun, P. M. & Munoz, R. F. (1979) Non- 
specific improvement effects in depression using uinter- 
personal skills training, pleasant actrvity schedules and cognitive 
training. Journal of Consulting and Clinical Psychology, 41, 
427-439. 


University of Iowa, 500 Newton Road, Iowa City, 


British Journal of Psychiatry (1990), 156, 79-83 


Screening for Adjustment Disorders and Major Depressive 
Disorders in Cancer In-Patients 


DARIUS RAZAVI, NICOLE DELVAUX, CHRISTINE FARVACQUES and EDMOND ROBAYE 


The Hospital Anxiety and Depression Scale (HADS), a four-point, 14-item questionnaire, was 
tested as a screening method for adjustment disorders and major depressive disorders in 
a sample of 210 cancer in-patients. A receiver operating characteristic (ROC) analysis was 
performed, giving the relationship between the true positive rate (sensitivity) and the false 
positive rate (1 — specificity). This makes it possible to choose an optimal cut-off point that 
takes into account the costs and benefits of treatment of psychological distress. For screening 
for major, depressive disorders only, a cut-off score of 19 gave 7096 sensitivity and 7596 
specificity. For screening for adjustment disorders and major depressive disorders taken 
together, a cut-off score of 13 gave 75% sensitivity and 7596 specificity. HADS appears in 
this study to be a simple, sensitive and specific tool for screening for psychlatric disorders 


in an oncology in-patient population. 


-— 


According to a recent prevalence study, 47% of 
cancer patients present a psychiatric diagnosis 
meeting DSM-III criteria (American Psychiatric 
Association, 1980; Derogatis ef al, 1983). In 
particular, 32% and 6% respectively have adjustment 
disorders and major depressive disorders. Screening 
and evaluation of anxiety or depression in an 
oncology population is useful as it facilitates 
identification of patients at risk who may be helped 
by specific therapeutic interventions. Clinical inter- 
views conducted by a psychiatrist and/or a psy- 
chologist were generally used to determine the need 
for these specialised interventions. It appears that 
these needs have been largely underestimated 
(Derogatis et al, 1976). 
Adjustment disorders and major depressive dis- 
' orders are often associated with significant psycho- 
logical distress, mainly anxiety and depression. The 
assessment of anxiety and depression in cancer 
patients requires specific training. It is also a time- 
consuming procedure. Given the limited number of 
adequately trained personnel available for these time- 
consuming evaluations, there was a need to develop 
a sensitive, specific and simple tool to serve as a 
screening procedure. 

Zigmond and Snaith (Zigmond & Snaith, 1983; 
Aylard et al, 1987) developed a self-assessment 
scale:the Hospital Anxiety and Depression Scale 
(HADS). This scale appears to be a reliable and valid 
method for measuring the severity of emotional 
distress in medical patients. HADS does not include 

^the numerous somatic items found in the usual 
psychiatric instruments assessing anxiety and 
depression. HADS has also the merit of being short 
and well accepted by patients. 
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The aim of this study was to test the validity of 
the French version of the HADS as a method of 
screening for psychological and psychiatric morbidity 
in cancer in-patients. 


Method 


Sampling and testing 


Between 1984 and 1987, 226 cancer in-patients were 
interviewed and tested by two trained interviewers - a 
clinical psychologist (ND) and a psychiatrist (DR). These 
patients had been selected 1n two ways. There were 98 who 
had been referred by oncologists to the psychiatric liaison 
team, and all of these were included in the study except 
for patients with a DSM-III diagnosis of organic mental 
syndrome and disorders and/or psychotic disorders: only 
10 had such a diagnosis. The other 128 patients interviewed 
had been randomly selected by including one out of every 
ten admissions to a given floor of the Internal Medicine 
Department. Of these, 6 patients with a diagnosis of organic 
mental syndrome and disorders, and/or psychotic disorders 
were excluded from the study. In all, therefore, 210 patients 
were used in the study to test the usefulness of HADS as 
8 screening method. 

Sociodemographic (age, sex, race, marital status, edu- 
cational background, professional status, etc.), medical 
(type of cancer, phase of illness, extension of the disease, 
performance status) and psychological data were collected 
for all patients. 

The performance status of all patients was assessed on 
the Karnofsky Performance Status (KPS) scale (Karnofsky 
& Burcheval, 1949). A low KPS score indicates a high level 
of physical disability. The psychological distress was 
assessed by the HADS translated into French by Zigmond 
& Snaith (1983). The HADS is a four-point, 14-item self- 
assessment scale. This French version of HADS has been 
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validated in a general medical population (Lepine ef al, 1985). 
It was also, and more specifically, validated by our team 
in a subsample of 63 cancer in-patients. The validation 
process included conv t validity between HADS and 
the Montgomery and Asberg Depression Rating Scale 
(MADRS; Montgomery & Ásberg, 1979) and the Hamilton 
Anxiety Scale (HAMS; Hamilton, 1959). The correlations 
between the anxiety scores of HADS and HAMS (for psychic 
symptoms), and between the depression scores of HADS 
and the MADRS were at least 0.70. Internal consistency 
was good except for one anxiety item. Factorial validity 
was performed: the factorial analysis using Hotelling and 
Thurstone methods (Faverge, 1954) faileG to show the 
bidimensionality (anxiety and depression) of the scale in 
the sample tested (Razavi et al, 1989). Therefore the decision 
was made to use the total score of the HADS as a 
psychological distress scale. 

The clinical interview yielding DSM-III diagnoses was 
adapted from the Diagnostic Interview Schedule (DIS; 
Spitzer, 1983) and lasted at least 45 minutes. Criteria 
suggested by Endicott (1984) were used for the diagnosis 
of major depressive syndrome. DSM-III criteria were used 
for the diagnosis of adjustment disorders (American 
Psychiatric Association, 1980). The two interviewers were 
trained simultaneously in the psychiatric liaison team, over 
six months, in order to standardise interviews and the use 
of diagnostic criteria. The six-month training of the two 
interviewers included interviews of cancer patients conducted 
alternately by the interviewers, and case discussions. This 
enabled a sufficiently good inter-rater reliability to be 
achieved, especially for adjustment disorders, for which 
diagnostic criteria do not include a specific profile of signs 
and symptoms. 


Patients 


The usefulness of HADS as a screening procedure for 
psychological distress and depressive disorders was tested 
on the whole sample described above (n —- 210). The mean 
age of the study population was 55.30 years (s.d. 14.50), 
and 67.1% of the subjects were female and 32.9% male. 
The neoplastic diseases were as follows: digestive 12.7%, 
respiratory 8.8%, breast 33.3%, genito-urinary 18.9%, 
lymphatic and hematopoietic 2.2%, head and neck 18.9%, 
and bone, skin and connective 5.2%. There was documented 
metastasis in 62.3% of the patients, 34.6% were free of 
metastasis, and for 3.1% the diagnostic investigations of 
possible metastasis were in progress. As to phase of illness, 
3.9% of the patients were in the diagnostic phase, 23.7% 
were in the initial treatment phase, 59.2% were in the 
recurrence phase and 12.7% in the pre-terminal and 
terminal phase; 0.4% of the patients could not be assigned 
to any one of these phases. The sample was divided in three 
groups: a group of 64 patients without psychiatric diagnosis, 
a group of 111 patients with an adjustment disorder 
diagnosis and a group of 35 patients with a major depressive 
disorder. 


Analysis 


In order to test the specificity and sensitivity of the HADS, 
receiver operating characteristic (ROC) analysis was 


performed twice: tbe specificity and sensitivity of HADS 
were tested once for assessing its validity as a method 
of screening for adjustment disorders and major depres- 
sive disorders taken together, and once for screening for 
major depressive disorders alone, excluding adjustment 
disorders. 

Representing ROC analysis on a curve is a way of 
expressing the relationship between the true positive rate 
(sensitivity) and the false positive rate (1 — specificity). The 
curve is a representation of the ability of the screening 
instrument to discriminate between ‘cases’ and ‘non-cases’. 
The desired cut-off point is generally chosen in order to 
minimise the sum of false positive and false negative test 
results (Feinstein, 1985). ROC analysis has been chosen 
because of its usefulness in decision-making related to 
screening methods (Metz, 1978; Erdreich & Lee, 1981; Mari 
& Williams, 1985; Swets, 1986; Murphy et al, 1987). 

Positive predictive value (PPV) was calculated for each 
cut-off score. This value. gives the probability of being a 
case at a precise cut-off point. The PPV may be also used 
as an estimate of the screening potential of the HADS 
(Tarnopolsky et al, 1979). j 


Results 


Sociodemographic and medical data collected showed no 
difference between referred and non-referred patients (y? 
tests and Student t-tests, NS, i.e. P>9.05). However, the 
mean value of KPS was significantly higher for the non- 
referred patients (71.02; s.d. = 20.77) than for the referred 
patients (53.61; s.d. = 21.32) (Student t-test, P«: 0.01). The 
mean KPS value for the whole sample was 67.60 
(s.d. 221.30). 

In this population the distribution of psychiatric diagnoses 
was as follows: for the randomly selected group, no psychi- 
atric diagnosis 35.9%, adjustment disorders 51.6%, major 
depressive disorders 7.8%, organic mental disorders 4.7%; 
for the referred group, no psychiatric diagnosis 18.4%, 
adjustment disorders 45.9%, major depressive disorders 
25.5%, organic disorders 10.2%. The distributions are 
significantly different (x? test, P<0.0003). The HADS 
global mean score was significantly lower for the non-referred 
patients (13.39; s.d. — 7.12) than for the referred patients 
(17.33; s.d. — 8.21) (Student t-test, P« 0.0001). The distri- 
bution of the diagnosis of major depressive disorders in 
the sample was significantly higher in the pre-terminal and 
terminal phase than in the diagnostic phase of the disease 
Od test, P« 0.005). The difference in the distribution of 
adjustment disorders in the various phases of illness 
(diagnostic, initial treatment, recurrence, pre-terminal 
and terminal) did not reach the statistical level of 
significance. 

HADS scores for patients with no psychiatric disorders 
were significantly different from those for patients with an 
adjustment disorder and those for patients with a major 
depressive disorder (ANOVA, P« 0.0002). The mean. 
HADS score for patients with no psychiatric diagnosis was 
9.30 (s.d. 4.94), for patients with adjustment disorder 
16.14 (s.d. — 7.33), and for patients with major depressive 
disorder 22.37 (s.d. — 7.10). 
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Figures 1 and 2 show two ROC curves expressing the 
relationship between the true positive rate and the false 
positive rate for each HADS score: the cut-off points could 
be chosen either for the screening of major depressive 
disorders alone or for the screening of major depressive 
disorders plus adjustment disorders. The optimal cut-off 
point for the screening of major depressive disorders seems 
to be 19. This cut-off point is associated with 70% 
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Fic. 1 Receiver operating characteristic curve for screening for 
adjustment disorders and major depressive disorders using the 
Hospital Anxiety and Depression Scale. 
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Fic. 2 Receiver operating characteristic curve for screening for 
major depressive disorders using the Hospital Anxiety and 
Depression Scale. 


sensitivity and 25% false positive rate. The optimal cut- 
off point for the screening of adjustment disorders plus 
major depressive disorders seems to be 13. This cut-off point 
is associated with 75% sensitivity and 25% false positive 
rate. 

For the screening of adjustment disorders and major 
depressive disorders, the probability of a high HADS score 
(15) being associated with a case (the positive predictive 
value (PPV)) is 90%, and the PPV of a low score (4) is 
74%. For the screening of major depressive disorders taken 
alone, the PPV of a high score (26) is 50% and that of a 
low score (12) is 28%. 

The HADS anxiety and depression subscales were also 
tested in order to determine their psychometric properties as 
screening tests. Both of the subscales, especially the anxiety 
subscale, showed lower sensitivity and specificity than the 
full-scale HADS, making it difficult to use them as screening 
instruments. The HADS anxiety subscale used with a cut-off 
score of 8 screens for adjustment disorders with 64% sensi- 
tivity and a 28% false positive rate. For the screening of 
major depressive disorders, a cut-off score of 11 is associated 
with 54% sensitivity and a 25% false positive rate. With 
the HADS depression subscale, a cut-off score of 7 is 
associated with 59% sensitivity and a 22% false positive 
rate for the screening of adjustment disorders. A cut-off 
score of 9 is associated with 71% sensitivity and a 24% false 
positive rate for the screening of major depressive disorders. 


Discussion 


The false positive rate found in this study is possibly 
related to the frequency of acute stress reactions, 
which may give rise to a high level of psychological 
distress and thus high scores on HADS. One must 
also consider that self-reported distress is not always 
correlated with the presence of a given disorder. False 
negative rates could be related to social desirability 
which Jed patients to under-report, on self-reported 
measures, their psychological distress. 

The optimal cut-off point on the ROC curve 
should be determined by a cost-benefit analysis. The 
benefit and costs should be objective. One must take 
into account the medical costs implicated in the 
decision to screen for psychological distress, and the 
benefits in terms of quality of life. The medical costs 
include the expenses related to the screening method 
and to the optimal treatment of the disorders 
detected. The benefits stem from the improvement 
of quality of life for patients and their families. This 
issue is closely related to the effectiveness of the 
interventions designed for the treatment of adjust- 
ment disorders and major depressive disorders. 

The two ROC curves reported in this study (Figs 
1 and 2) give the optimal cut-off point in screening 
for adjustment disorders and for major depressive 
disorders in a given oncological setting. Knowing this 
cut-off point will make possible not only screening 
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for these disorders, but also the design and 
assessment of specific and effective interventions for 
cancer patients. 

Screening methods and cut-off scores must be 
adapted accordingly in in-patient and out-patient 
settings. Hospitalisation is a source of stress which 
interferes particularly with the diagnosis of adjustment 
disorders. HADS and the two ROC curves (Figs 1 
and 2) should be used only for hospitalised cancer 
patients; more detailed screening questionnaires may 
be more useful for ambulatory patients. 

As we know, the ideal threshold for a test can also 
be influenced by the prevalence of the disorder. A 
cut-off point associated with a high sensitivity should 
therefore be used in an oncology ir-patient unit 
where the prevalence rate of adjustment disorders 
is high (Murphy et al, 1987). 

Positive predictive values (PPVs) reported above 
cannot be used to estimate the ‘true’ prevalence of 
cases at every cut-off point because their calculation 
depends on the relative sizes of the diseased and non- 
diseased groups chosen for the study. However, the 
PPV gives a good description of the behaviour of 
HADS at low and high cut-off scores. 

The adjustment disorders category of DSM-III is 
one of the few whose definition does notinclude a clear 
and specific profile of signs and symptoms (Fabrega 
& Mezzich, 1987). The definition includes the presence 
of psychosocial stress. For cancer in-patients the 
severity of psychosocial stress is especially clear. 
Advanced cancer and its treatment create chronic and 
severe stress situations in which the limits of patients’ 
coping abilities are constantly challenged, and which 
may often lead to difficulties in maintaining an 
optimal adjustment. These breakdowns in adaptation 
are often associated with significant psychological 
distress which needs to be screened for and monitored. 

Major depressive disorders are better defined than 
adjustment disorders and are distingtishable from 
them. The symptoms and signs included in the DSM- 
III criteria for major depressive disorders are more 
precise, and the duration of these disorders is specified. 

Both adjustment disorders and major depressive 
disorders require interventions designed to help 
cancer patients cope with their illness and control 
emotional distress which arises during all phases of 
the diagnosis and treatment of their disease. The high 
prevalence of adjustment disorders found here-in 
about 50% of the non-referred patients-emphasises 
the need for these specific interventions. 


Conclusion 


Screening for psychological distress ia general, and 
for adjustment disorders and major depressive 


disorders in particular, is important in cancer in- 
patients, where the prevalence of these disorders is 
high (Derogatis ef al, 1983). In this population, 
HADS seems to be a specific, simple, well accepted 
and inexpensive tool which can be used for screening 
procedures. 

The ROC curve provides a way of expressing 
sensitivity and specificity for a given cut-off point 
determined by a cost-benefit analysis. This analysis 
measures the benefit in terms of quality of life against 
the medical costs incurred in the screening procedure 
and subsequently in the treatment of the disorders 
detected. This cost-benefit analysis should also take 
into account the effectiveness of treatment strategies 
designed to treat adjustment disorders and major 
depressive disorders. : 

Future research must seek to improve screening 
methods to make them more sensitive, more specific 
and simpler. There is also a need for the development 
of more precise diagnostic criteria for adjustment 
disorders, which remain underdiagnosed in numerous 
medical settings, especially oncology. 
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Psychiatric Morbidity among Women in Urban and Rural 
New Zealand: Psycho-social Correlates 


SARAH E. ROMANS-CLARKSON, VALERIE A. WALTON, G. PETER HERBISON AND PAUL E. MULLEN 


A random community survey into psychiatric disorder among women in urban and rural New 
Zealand found urban women to be more often at age extremes, not married, better educated, 
in more paid employment, and to have better household and child-care facilitles. There were 
no overall urban-rural differences in the GHQ-28 score, total PSE score or PSE case rates. 
A multiple regression found the same three factors accounted for most of the explained variance 
in both the urban and the rural total PSE scores: these were the quality of social networks, 
difficulties with alcohol, and the past experience of childhood sexual abuse. Low socioeconomic 
status, poor physical health, and adult experiences of sexual and physical abuse were also 
assoclated with increased psychiatric morbidity in both samples. Other Individual 
soclodemographic rtems were correlated with psychiatric morbidity for the urban or rural sample 


only. 


The effect of urbanisation on mental health has long 
intrigued philosophers, physicians, and social comm- 
entators (Wirth, 1938; Milgram, 1970; Freeman, 
1978; Burvill, 1982; Webb, 1984). The essential 
feature of a rural area is low population density. 
People living in rural areas are often seen as blessed 
by a pleasant and healthy physical environment with 
a cohesive social environment, and this ‘pastoral 
ideal’ has dominated ideas about urban and rural 
lifestyles (Webb, 1984). Yet such benefits are 
balanced by difficulties in communication, transport, 
and the lack of specialised services (Cordes, 1985). 

Many elements of geographical residence have been 
claimed as responsible for psychiatric disorder but 
few have been systematically investigated. Webb 
(1984) cited urban noise, congestion, anonymity, and 
pace of life as elements associated with increased 
psychiatric morbidity, but suggested that the better 
health services usually found in cities served to reduce 
morbidity. Rutter (1981) reported a greater urban 
than rural prevalence of childhood psychiatric 
disorder and suggested urban patterns of over- 
crowding, family adversity, housing design, comm- 
unity support, mobility and anonymity, poor 
supervision of property, and unavailability of social 
contact were important determinants of this increased 
psychiatric vulnerability. The Stirling County study 
had earlier suggested that community disintegration 
generated psychiatric disorder (Leighton ef al, 
1963a, b), but community disintegration has proved 
to be a difficult notion to define and measure. 
However, one study of a population in the Outer 
Hebrides suggested that the integration of the 
individual into the community, as measured by a 
traditional lifestyle and religious ccmmitment, 


affected both the prevalence and the type of 
psychiatric illness (Brown & Prudo, 1981; Prudo 
et al, 1984). 

Several previous studies investigating the urban- 
rural question have been limited by methodological 
problems. They have taken their urban and rural 
data from different projects, have focused on 
symptoms alone and not illness, or have used lay 
interviewers to diagnose illness, with uncertain results 
(Leighton et al, 1963a,b; Neff et al, 1980; Burvill, 
1982; Webb, 1984; Blazer et al, 1985). Some have 
confined themselves to depressive disorder (Comstock 
& Helsing, 1976; Mueller, 1981; Neff, 1983). 
Hospital admission rates, used in some studies, are 
particularly inappropriate as measures of morbidity 
in rural areas, which have reduced access to health - 
services. The aims of this project were to compare 
the prevalence of psychiatric disorder in a sample of 
urban and rural New Zealand women, and to explore 
the sociodemographic factors associated with in- 
creased psychiatric morbidity in each group. We 
sought to study a wide range of sociodemographic 
factors relevant to the multiple and often conflicting 
social roles of women. Risk factors for psychiatric 
morbidity may differ for urban and rural women. 
Social relationships, both intimate and diffuse, were 
considered to be the best measure of each subjects 
integration into her community. 

In this article, we present data on sociodemo- 
graphic risk factors for psychiatric morbidity 
separately for urban and rural women. Further ~ 
papers will cover urban/rural alcohol abuse and ' 
social network patterns. We have previously reported 
the overall prevalence of psychiatric disorder in New 
Zealand women and compared these results with 


FEMALE PSYCHIATRIC MORBIDITY IN URBAN AND RURAL NEW ZEALAND 85 


British and Australian projects using similar methods 
(Romans-Clarkson ef al, 1988b). The increased 
likelihood of psychiatric disorder being found in 
women who have suffered sexual or physical abuse 
has also been reported from the Otago Women's 
Health Survey (Mullen ef al, 1988). 


Method 


The study population 


Two samples of women, one urban and the other rural, 
were randomly selected from five contiguous electoral rolls 
in the province of Otago. The suffrage age is 18 years, and 
it is estimated that 5-7% of the population do not appear 
on the electoral roll; these people tend to be young, mobile, 
and of low socioeconomic status. The urban sample was 
drawn from three electorates lying entirely within the city 
boundaries of Dunedin, a university city with a population 
of 105000. The rural sample was taken from the two 
"adjoining electorates, both predominantly agricultural. 
Towns with populations of 1000 and over were removed 
from the rural sample to enhance the contrast between city 
and country. 

The study was approved by the local hospital board 
ethical committee. 


The design 


A two-phase design was used. In the first phase, 2000 
subjects were posted a questionnaire seeking information 
on demographic, educational, health and health behaviour, 
employment, housing, and child-care items. The General 
Health Questionnaire (GHQ-28) was included as a screen 
for psychiatric morbidity (Goldberg & Hillier, 1979). Slow 
responders were encouraged by telephone or by letter to 
participate. The characteristics of those who refused to 
participate in the study have been reported (Romans- 
Clarkson et al, 1988a). 

In the second phase, the presence of psychiatric disorder 
was determined using the short Present State Examination 
(PSE), designed for use in community research (Wing et 
al, 1974; Cooper et al, 1977; Wing et al, 1977; Sturt et al, 
1981; Rodgers & Mann, 1986). A random sample of 
women, stratified on the basis of their GHQ-28 scores, was 
interviewed. A greater porportion of those at high risk for 
psychlatric disorder was chosen, in order to maximise 
efficiency of interviewer time. Both the urban and rural 
samples were chosen in the same manner: one-sixth of the 
low-scoring (0-4) GHQ-28 group, half of the medium- 
scoring (5-11) GHQ-28 group, and five-sixths of the high- 
scoring (over 12) GHQ-28 group were randomly chosen. 
Women were interviewed in their homes by one of two 
trained interviewers, four to six weeks after completing their 

» postal questionnaire. The data were collected in 1985 and 
1986. 

In addition to the PSE, the interview included questions 
about the woman’s experience with physical or sexual 
abuse and the Interview Schedule for Social Interaction 


(Henderson et al, 1981). Alcohol difficulties were rated 
using a New Zealand scale for alcohol problems (Chetwynd 
& Pearson, 1983). The usual New Zealand scale for 
socioeconomic stratification, by occupation, was used 
(Johnston, 1983). Women without an occupation were 
classified by that of their husband or father, with university 
students being placed in the highest class. 

The computer programs used with the PSE generate a 
diagnostic classification, a total PSE score (higher scores 
indicating greater symptomatology) and an Index of 
Definition (ID). The ID, which rates the likelihood that the 
interviewed subject would receive a psychiatric diagnosis 
if examined by a psychiatrist, can be used to divide subjects 
into ‘cases’ and ‘non-cases’; as is usual, level 5 and above 
was taken to indicate a case. The Otago PSE data were 
analysed by the Social Psychiatry Unit at the Institute of 
Psychiatry in London, England. 


Statistical analysis 


The overall urban and rural GHQ and PSE scores and case 
rates and the relationship between these and the four 
traditional demographic variables of age, marital, socio- 
economic, and employment status were analysed with t-tests 
(with Yates’ correction for 2x2 tables), x? tests, and 
ANOVA for the urban and rural women separately. The 
interview data were weighted back to recompose the original 
random sample, but scaled down to the number of subjects 
actually interviewed. As age, marital, social class and 
employment status, and urban-rural residence are inter- 
related, their simultaneous effects on the total PSE-ID score 
were assessed by creating a generalised linear model using 
weighted logistic regression. This necessitated collapsing the 
variables as follows: age into three groups, young (18-24 
years), middle aged (25-64 years), and the elderly (over 65 
years); marital status into three groups, never married, 
married (which included women in a de facto or common- 
law relationship), and the rest (the widowed, separated, or 
divorced); socioeconomic status into two groups, high 
(classes 1-3) and low (classes 4-6); and paid employment 
into three groups, none, part-time (1-29 hours a week), 
and full-time (over 30 hours a week). 

Each independent variable was correlated with the total 
PSE score for urban and rural women separately. 

In order to reduce the data to a manageable number of 
relatively independent variables, a factor analysis was 
performed. Spearman's correlation matrix of the variables 
of interest from the questionnaire data was entered into 
the factor analysis and the defaults for extraction and 
rotation provided by SPSSX were used. A second factor 
analysis was performed using the interviewed sample but 
including variables collected only at the interview, as well 
as the questionnaire variables used in the first analysis. 

The identified factors were then entered into a regression 
analysis, using the total PSE score as the dependent 
variable. Stepwise entry was used with the defaults 
determined by SPSSX. This could only be done on the 
interview sample. Because of the similarity of the factors 
found in the two factor analyses and the greater number 
of observations in the first factor analysis, the loadings from, 
the questionnaire sample factor analysis "EP € used, Q^ e 
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Results 


The questionnaire response rate was 75.7%, with the rural 
being better (78.7%) than the urban (70.2%, P« 0.0001); 
thus 1516 questionnaires were received. In tbe second phase, 
349 women were invited to interview and 314 accepted, a 
response rate of 90.0%. 


Sociodemographic data 


Rural women were more often aged 25-54 years and 
married than were urban women. Urban women were 
significantly more likely to be in the highest social class and, 
not surprisingly, more rural women were in class 3, the 
stratum into which farmers are placed. When the social class 
ratings were collapsed into two categories, high (1-3) and 
low (4-6), there were no urban-rural differences. 

The overall proportions of urban women (50%) and rural 
women (45%) with paid employment, eitker part or full 
time, were similar. Considering only women under 65 years, 
more urban women had at least part-time (60.5%) or full- 
time employment (33.2%) than rural women (at least part 
time 51.8%, full time 23.4%, P— 0.004). However, 66.5% 
of rural women without paid employment said that they 
had regular work of an unpaid nature in contrast to 33.5% 
of urban women (P« 0.0001). The rural sample was 
geographically more isolated than urban wornen on all three 
measures used: distance to nearest neighbour, general 
practitioner, and shops. 

Urban women remained in secondary education longer 
(P«0.005) and were more likely to have had tertiary 
education than rural women (P«: 0.0001). Rural women had 
more people living in their homes and were more likely to 
have children. Rural women were more likely currently to 
be caring for a handicapped child (P« 0.0001) and were 
also more likely to have done so in the past (P« 0.0001). 
No urban-rural differences were found in the proportion 
of each group who were currently or who had in the past 
cared for an ill elderly relative. More rural than urban 
women lacked household facilities such as telephones, inside 
toilets, and modern hot-water heating systems. Rural 
women were morc often able to drive a vehicle (P « 0.0001) 
and had access to a car (P « 0.0001). Rural women described 
church affiliation more frequently (P— 0.08), and more 
often actively played sports (P — 0.003). Fewer rural women 
had used paid child-care facilities (P 0.0001). No urban- 
rural differences emerged in the proportion of women who 
had a confidante, or in their general satisfaction with life 
in their area. Overall, there were no differences in the length 
of time that the two groups of women had lived in their 
present geographical areas. 

More rural (31.0%) than urban women (21.0%) aged 
18-64 years described themselves as having £ chronic health 
problem (P— 0.0001). For women aged 65 years and more, 
the converse applied: more elderly urban (58.0%) than rural 
women (34.8%) stated they had a chronic health problem 
(P. «: 0.005). More rural women (9.9%) than urban women 
(6.5%) assessed themselves as having an overall alcohol 
problem, defined as three or more items from a seven-item 
list (P=0.02). Physical abuse was reported by 15.4% of 
urban and 17.5% of rural women (NS). Childhood sexual 
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abuse was reported by 15.3% of urban but only 1.9% of 
rural women (P « 0.0001). Sexual abuse as an adult had 
been experienced by 3.9% of urban and 2.9% of rural 
women (NS). 


Psychiatric morbidity 


The mean GHQ-28 score for urban women (2.80, 95% 
confidence interval (c.i.) 2.48-3.12) did not differ statistically 
from the mean GHQ-28 score for rural women (2.42, 
95% c.i. 2.11-2.47). The mean total PSE scores did 
not differ significantly either, being 4.12 (95% c.i. 
3.81-4.43) for urban and 4.28 (95% c.i. 3.84-4.72) for 
rural women. The overall PSE case rate was 8.4% for 
urban and 6.7% for rural women (NS). Thus none of the 
measures of psychiatric morbidity showed an urban- rural 
difference. 


Sociodemographic variables and psychiatric morbidity 


Cross-tabulations and mathematical model 


Age was associated with PSE case for urban but not rural 
women (Fig. 1). This association between age and morbidity 
for urban women came entirely from women aged over 65 
years, 20.0% of whom had an ID of 5+, and disappeared 
when the urban PSE case rate was tabulated against the 
five age brackets younger than 65 years. No such association 
between age and psychiatric morbidity was found for rural 
women. 

For both urban and rural women, high PSE case rates were 
found in separated women and those who had never married 
(Fig. 2). The association between marital status and PSE 
case status was significant for urban women (P « 0.0001). 
However, to produce adequate cell sizes for the rural data, 
it was necessary to collapse the separated (*caseness' 15%) 
and divorced (‘caseness’ 0.0%) marital categories together. 
As suggested by Fig. 2, no overall association remained. 

Socioeconomic class was related to PSE case status for 


both urban and rural women (Fig. 3); women in lower ^ 


classes were more likely to be PSE cases (urban and rural, 
P<0.05). When the classes were collapsed into high and 
low groups, 6.5% of the high-group and 10.4% of the 
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Fia. 1 PSE case status (ID 5+) by age in the urban ( E] ) and 
rural ( O ) populations. 
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Fio. 3 PSE case status (ID 5+) by socioeconomic status (SES, 
classes 1—6) in the urban ( C] ) and rural ( O ) populations. 


low-group urban women were PSE cases (P=0.04) and 
4.1% of the high-group and 11.7% of the low-group rural 
women were cases (P= 0.0007). 

Paid employment was associated with a lower case rate 
for urban women but not rural women (Fig. 4), although 
neither the urban nor rural data set showed a correlation 
between total PSE score and employment status. 

The mathematical model which best explained the simul- 
taneous effect of these four traditional demographic variables 
and urban-rural residence on the total PSE score was: 
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Fio. 4 PSE case status (ID 5+) by paid employment status in the 
urban ( O ) and rural ( O ) populations. 
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Women aged 65 years plus and women of lower 
socioeconomic status were more likely to have a high ID. 
The second-order interaction showed that elderly married 
women had a lower than expected rate of psychiatric 
disorder. This model has already been reported (Romans- 
Clarkson ef ai, 1988b). The important point when 
considering urban-rural differences is that the urban-rural 
factor does not have a main effect on the total PSE score. 


Non-parametric correlations 


The correlations between the total PSE score and the 
independent variables are listed separately for urban and 
rural women in Table I. 


Factor analysis 


The first factor analysis, with the questionnaire variables, 
produced 12 factors which could all be interpreted readily. 
These factors, with their respective variables with loadings 
greater than 0.5, are listed in Table II. 

The second factor analysis, on the interview data, with 
the extra variables (four social network indices and three 
abuse variables - child sexual abuse, adult sexual abuse, and 
adult physical abuse) produced 15 factors. Most of these 
were very similar to those derived in the first factor analysis. 
New factors included a social networks factor, with all four 
social network indices loading at greater than 0.5, and a 
child sexual abuse factor. The other two abuse items and 
self-rated alcohol problems did not form separate factors, 
nor did they load significantly on the other factors. 

The 12 factors derived from the first factor analysis were 
chosen for inclusion in the multiple regression, along with 
a composite social network factor and the abuse items 


` TABLE I 
Spearman’s correlations of independent variables with total 
PSE score for urban and rural women 


Variable Urban Rural 
(n0—187) — (n=127)! 
Age —0.27*** 0.09 
Marital 0.03 0.18* 
Chronic ill health 0.24*** 0.37*** 
Alcohol problems 0.22*** 0.24** 
Physical abuse 0.21** 0.34*** 
Sexual abuse as an adult 0.21** 0.21** 
Sexual abuse as a child 0.18** 0.19* 
No further training after 0.20** 0.25** 
leaving school 
Age of leaving school 0.18** 0.15* 
Church affiliation —0.16* — 0.08 
Sports affiliation —0.10 — 0.16* 
Has a confidante — 0.09 —0.16* 
Number of children —0.11 +0.16* 
Past care of elderly relative 0.12 0.17* 
Use of a car —0.12* — 0.13 


1. Scaled down to numbers actually interviewed (see under 
‘Method’). *P<0.05, **P«0.01, ***P«0.001. 
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TABLE II 
Description of factors derived from the factor analysis of 
questionnaire items 








Factor Items loading on each factor Loading 
Mothering Age when married 0.458 
Number of children —0.512 
Age of youngest child 0.806 
Age of oldest child 0.820 
Access to child care, past 0.622 
or present 
Number in household — 0.724 
Number visits to GP for child 0.824 
in last 6 months 
Worry about availability of 0.846 
children's doctor 
Training Age left school — 0.687 
Had no post-secondary — 0.706 
training 
Has no qualifications —0.719 
Has a university degree 0.564 
Has a teaching qualification 0.615 
Socioeconomic status 0.705 
Length of Age 0.720 
residence Time residential in area 0.590 
Owns house — 0.672 
Geographical Distance to nearest neighbour 0.765 
isolation Distance to nearest shop 0.865 
Distance to nearest general 0.814 
practitioner 
Marriage Marital status —0.778 
Age when married 0.535 
Car Can drive a car 0.813 
Has use of car 0.828 
Health Number of visits to GP or — 0.716 
self in last six months 
Chronic health problem 0.703 
Worry about availability of 0.512 
doctor 
Child care Access to child care, past 0.797 
or present 
Care of Care of elderly relative 0.621 
relatives Relative has chronic heath 0.689 
problem 
Birth order Number of siblings 0.742 
Position in family 0.613 
Nurse Has a nursing qualification —0.811 
Substance- Close relative has drug/ 0.632 
abusing alcohol problem 
relative 





separately. The amount of variance in urban and rural total 
PSE scores explained by each factor is shown in Table III. 
All factors entered in the regression explained 34.5% of 
the urban total PSE and 32.8% of the rural PSE variance. 
For both regressions, only three factors (self-rated alcohol 
problems, childhood sexual abuse, social networks) in- 
dividually explained a significant amount of the variance 
in the total PSE. The same three factors applied to both 
the urban and rural data sets. 


TABLE III 
Percentage of variance in total PSE score for urban and 
rural women explained by each derived factor 








Factor % variance in total PSE score explained 

Urban Rural 
Mothering 0.000 0.033 
Birth order 0.047 0.044 
Substance-abusing relative 0.145 0.855 
Health 0.188 0.202 
Length of residence 0.311 1.215 
Nurse 0.242 0.583 
Geographical isolation 0.241 0.203 
Marriage 0.465 0.310 
Car 0.509 0.689 
Care of relatives 1.446 0.002 
Physical abuse as an adult 0.568 1.125 
Child care 0.929 0.875 
Training 1.156 0.352 
Sexual abuse as an adult 1.203 0.397 
Self-rated alcohol problem 9.769 2.223 
Sexual abuse as a child 3.701 6.326 
Social networks 14.540 17.374 
Total explained 34.5% 32.8% 


Discussion 


This study found not only a similar prevalence rate 
of psychiatric morbidity in urban and rural women 
but that, in general, the psychosocial risk factors 
were the same for both. Those studied variables 
which did show urban-rural differences in their 
associations with mental health could be explained 
in terms of differential access to health, welfare, and 
recreational facilities in each environment. 

There were no urban-rural differences in the 
overall levels of psychiatric morbidity on either the 
GHQ-28, PSE mean scores, or PSE case rates. As. 
the study design overcame the key methodological 
problems of much previous urban/rural psychiatric 
epidemiology, these congruent results, using two 
unrelated measures of psychiatric morbidity, permit 
confidence in the conclusion. Urban New Zealand 
women do not show more or less psychiatric disorder 
than their rural sisters. 

The nature of the environment from which the 
urban sample was drawn may require some comment. 
Dunedin is a well integrated university town in a 
pleasant physical environment, relatively untroubled 
by pollution and crime, with well developed health 
and welfare services and low-density housing. The 
absence of an urban-rural difference in psychiatric} 
disorder found in this study should thus not be' 
extrapolated to populations living in large con- 
urbations, previously the focus of most urban 
research. The rural sample was considerably isolated 


FEMALE PSYCHIATRIC MORBIDITY IN URBAN AND RURAL NEW ZEALAND 89 


as the measures of distance to nearest neighbour, 
shops, and general practitioner showed. It is not clear 
whether the differences in urban and rural rates for 
alcohol problems and childhood sexual abuse reflect 
true prevalence differences or reporting biases. As 
the urban and rural samples were simultaneously 
drawn from contiguous electorates, the research 
subjects were exposed to similar cultural influences. 

The lack of an urban-rural morbidity difference 
is in agreement with the reported findings from a 
number of other groups (Bash & Bash-Liechti, 1974; 
Vazquez Barquero ef al, 1982; Burvill, 1982; Webb, 
1984). Reports from North Carolina, USA, one of 
the NIMH Epidemiological Catchment Area centres, 
have documented urban-rural differences for par- 
ticular diagnoses (Blazer et al, 1985; Crowell et al, 
1986). The community version of the PSE identifies 
the common psychiatric illnesses of depressive and 
anxiety states, the so-called minor psychiatric 
morbidity (Finlay-Jones & Burvill, 1977; Jenkins, 
1985). While the community version of the PSE does 
not identify the major psychoses, it is likely that the 
small number in a community sample with such 
disorders will also show minor psychiatric morbidity. 
Thus, in the hands of properly trained interviewers, 
the short PSE remains a robust and economic screen 
for psychiatric disorder in the community. 

The second major finding from this study came 
from the factor analysis and subsequent multiple 
regression, which accounted for one-third of the 
variance in total PSE score. The same three factors 
were found to account for the explained variance for 
both the urban and rural data. Social networks, 
childhood sexual abuse, and the woman’s self- 
perception of alcohol abuse dominated all other 
studied variables in their strong association with 
psychiatric morbidity. Poor social networks and 
alcohol abuse may be variables intervening between 
the aetiological agent and the psychiatric disorder. 
Whatever the mechanisms behind these statistical 
relationships, they apply equally for city and country 
women. 

Low socioeconomic status is consistently reported 
as being associated with an increased risk of 
psychiatric disorder (Leighton, 1963; Leighton et al, 
1963; Dohrenwend & Dohrenwend, 1969; Schwab 
et al, 1974; Comstock & Helsing, 1976; Husaini 
et al, 1976; Neff et al, 1980; Bebbington et al, 1981; 
Vazquez Barquero ef al, 1982). This finding is 
confirmed here. 
~ Urban elderly and rural separated and divorced 
women were shown by the logistic regression and 
the correlations to be more likely than the rest to 
show psychiatric morbidity. Taken together, these 
findings suggest two possible explanations. The rural 


environment, with its sense of familiar neighbour- 
liness, may buffer elderly women against their 
difficulties better than the city does, and the city with 
its greater diversity and tolerance of the unusual may 
buffer separated and divorced women better than the 
rural environment. Alternatively, elderly and separ- 
ated/divorced women, especially those with psychiatric 
problems, may have moved preferentially, perhaps 
in search of better urban health services or cheaper 
rural accommodation. Thus internal migration may 
explain these findings (Vazquez Barquero et al, 1982; 
Neff, 1983; Blazer et al, 1985). 

Psychosocial risk factors which transcended the 
urban-rural division in their overall correlation with 
psychiatric morbidity were the experience of having 
been abused, either physically or sexually, being 
poorly trained after leaving school, and poor physical 
health. Physical and sexual abuse did not, like the 
experience of childhood sexual abuse, account for 
a significant proportion of the overall PSE variance, 
although they were each individually correlated with 
the total PSE score for both urban and rural women. 
We have suggested that information on such adverse 
experiences should be routinely collected in future 
psychiatric epidemiology projects (Mullen ef al, 
1988). For both urban and rural women, those who 
had not received training after leaving school were 
more likely to show psychiatric disorder, although 
formal qualifications were linked to psychiatric 
morbidity for urban women only. The association 
between poor physical health and psychiatric disorder 
has been reported previously from several community 
studies (Bastwood & Trevelyan, 1972; Neff et al, 
1980; Vazquez Barquero ef al, 1981). The results 
from this project clearly confirm the relationship. 

The importance of transport was confirmed 
(Webb, 1984; Cordes, 1985). Both urban and rural 
women without access to a car showed increased 
psychiatric morbidity. Public transport is virtually 
unavailable in rural Otago, and people who do not 
use a car are effectively confined to places accessible 
on foot; these places are particularly limited for 
women with the care of dependent children or the 
elderly frail. 

Some individual items, while not contributing to 
a significant part of the overall explained variance, 
were found to have a significant correlation with 
psychiatric morbidity for urban or rural women only. 
Poor rural health and welfare services had an impact 
on psychological well-being (Webb, 1984; Cordes, 
1985). Rural women who had cared for a dependent 
elderly relative without the ready availability of 
urban specialised services were at increased risk of 
showing psychiatric disorder. This effect continued 
long after the responsibility for care had ceased, 
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presumably by permanently changing family econ- 
omics and function. Not having a confiding relation- 
ship was associated with increased psychiatric 
morbidity for rural but not urban women, as was 
having more children. Cities provide a greater variety 
of recreational outlets and facilities such as child care 
than do rural communities. People may be able to 
settle and make social contacts more quickly, buffer 
themselves against a missing intima-e relationship, 
and provide the necessary experiences for their 
children more readily in an urban environment. 
Involvement in sporting activities was significantly 
correlated with better mental health for rural women, 
and showed a non-significant trend for urban 
women. The many and various sports clubs which 
form a characteristic feature of New Zealand life 
provide, particularly in rural areas, a focus of social 
interaction and support. It was a more important 
factor in this culture than church affiliation, reported 
in the Outer Hebrides to indicate rural social 
integration (Brown & Prudo, 1981; Prudo et al, 
1984). 

Paid employment was not associated with psychi- 
atric morbidity for either urban or rural women. The 
meaning of paid employment differs for urban 
women and rural women, particularly those who are 
part of a farming family. Many rural women work 
in a partnership which once or twice a year receives 
a large, lump-sum income when wool or stock are 
sold. These women did not have regular paid 
employment outside their home but felt just as 
essential to the family's economic operation as urban 
women who were earning a regular income. Com- 
munity attitudes to the work may be more important 
than the income derived from the job. This point was 
made previously in a French study which found a 
lower prevalence of psychiatric morbidity in women 
who were farmers when compared with housewives, 
urban or rural; this was attributed to their rewarding 
interactions with people and the environment 
(Brunetti et al, 1978; Brunetti & Rougemont, 1986). 
The Bedford College group, in a similar vein, has 
shown that integration into the traditional way of 
life is an essential component of good mental health 
in the Outer Hebrides (Brown & Prudo, 1981; Prudo 
et al, 1984). 

Cross-sectional studies such as this cannot determine 
causes but merely point at possible explanatory 
factors. The diversity of city life wauld appear to 
buffer against the adverse effect of some influences, 
such as the absence of a confidante, the stresses of 
the care responsibility of an elderly relative or a large 
number of children. The less populated rural 
environment with its close social networks may 
provide relative protection against the effect of being 


elderly, unemployed, and poorly educated, although 
not against the Jack of a confiding relationship. Each 
environment has advantages and disadvantages 
which depend on the particular psychosocial 
requirements of the individual. Neither the myth of 
an idyllic pastoral existence nor that of unlimited 
urban opportunity can adequately describe the 
complex fit every individual must make with their 
social and physical environments. 
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Outcome and Prognosis of Anorexia Nervosa 
A Retrospective Study of 41 Subjects* 


JAN H. ROSENVINGE and SVEN O. MOULAND 


An Investigation was carried out in 1986 of 41 patients, 39 female and 2 male, who had 
been treated for anorexia nervosa In a psychiatric ward at a general hospital between 1958 
and 1980. A follow-up analysis was carried out, in which 30 subjects participated. Using 
the scores on the 4O4tem version of the EAT as outcome criteria, validated by the Morgan- 
Hayward outcome scales, th3 outcome distribution and rate of mortality was in agreement 
with previous findings. Further data concerning weight, menstruation, and nutritional, social 
and psychiatric status were 2ased on a semistructured interview as well as on the scores 
on the EAT, the GHQ, and tne MMPI. Prognostic variables were analysed, indicating that 
duration of illness, poor motivation for treatment, social withdrawal, and poor family relations 
were significant as predictors of poor outcome. 


Although studies on outcome and prognosis in 
anorexia nervosa have increased exponentially in 
number during recent decades (Kalucy et al, 1977; 
Hsu, 1980; Swift, 1982; Steinhausen & Glanville, 
1983), the research findings have varied considerably 
(Bemis, 1978; Vandereycken & Pierloot, 1983). 

It has been maintained (Hsu, 1980; Schwartz & 
Thompson, 1981; Morgan ef al, 1983; Steinhausen 
& Glanville, 1983; Vandereycken & Pierloot, 1983; 
Hsu, 1987) that methodological shortcomings may 
account for this variability of research findings, 
reference being made to the importance of precise 
definition of anorexia nervosa, adequate duration 
of follow-up, ensuring that the illness has taken its 
full course, and the use of standardised parameters 
of outcome. Furthermore, some of the variability of 
research findings may be accounted for by the 
different forms of patient selection, along dimensions 
such as in-patient or out-patient treatment, and 
regional hospitals versus clinics that have specialised 
in the treatment of anorexia nervosa. This makes it 
difficult to compare results and to compose a 
relatively homogeneous body of information. 

In the pursuit of such comparable information, Hsu 
(1987) has proposed six criteria in order to improve 
the methodology of follow-up studies: (a) explicitly 
stated diagnostic criteria so that atypical cases are 
excluded; (b) more than 25 subjects in the study; 
(c) minimum follow-up of four years from onset 
of illness; (d) rate of failure in tracing patients 
less than 20%; (e) the use of direct interview 
at follow-up for over half of the patients; and (f) 
the use of multiple, well defined outcome measures. 


The aim of the present study was to avoid the 
major methodological pitfalls mentioned and to 
discuss data in view of previous findings of compar- 
able status, in order to make another contribution 
to the more accurate knowledge of outcome and 
prognosis of anorexia nervosa. 


Method 


Patients 


The subjects were 41 patients, 39 female and 2 male, with 

anorexia nervosa admitted consecutively to a psychiatric 

ward at a regional hospital between 1958 and 1980. Most 

had been referred from general practitioners and a few from 

local hospitals in the region. Up to the late 1960s, the 

anorexia nervosa syndrome was imperfectly recognised and 

possibly only the most severe cases were admitted to- 
hospital. Thus, the series may form a negative selection of 

poor-outcome cases. 

At the ward, the same psychiatrist was in charge during 
the whole period, thus securing consistency in the use of 
diagnostic criteria and treatment. A retrospective check on 
the medical records (which were extensive, owing to the 
special interest in anorexia nervosa from the early 1960s) 
showed that 37 patients fulfilled the diagnostic criteria of 
Feighner et al (1972) and DSM-III (American Psychiatric 
Association, 1980) on admission. The exceptions included 
three patients admitted for treatment in the period 1958-60 
with onset of illness beyond the age of 25 and with no 
amenorrhoea at the time of first admission (although 
amenorrhoea occurred shortly afterwards). The other 
exception was a patient whose weight was fairly normal 
when she was first in contact with the hospital. At first she} 
refused further treatment. About two months later she 





*A preliminary version of this paper was presented at the International Symposium on Eating Disorders, Jerusalem, May 1987. 
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TABLE I 
Main demographic mformation for the series of 41 subjects 
at the time of first admission 


Number % 
Civil status 
single (mean 22.5 years) 32 78 
married (mean 31.3 years) 9 22 
Years of education 
«7 6 15 
8-9 20 49 
10-12 12 29 
13-15 3 7 
216 0 0 
Socioeconomic status 
high 6 15 
middle 15 37 
low 20 49 


-developed the full anorexia nervosa syndrome, and subse- 

quently she died of anorexia nervosa. The main demographic 
and clinical information of the series at the time of first 
presentation is given in Tables I and II. 

In 1986, the 41 patients were followed up. Four patients 
had died, four patients refused to participate in the follow- 
up investigation, one was abroad and two could not be 
traced. Thus, the general outcome analysis was based on 
30 subjects (73% of the original number). 

For the prognostic analysis, the four subjects who refused 
to participate in the follow-up study were included, their 
outcome data being collected from other reliable medical 
sources. The two subjects who could not be traced and the 
subject who was abroad were omitted. Thus the prognostic 
analysis was based on 38 subjects (93% of the original 
number). 

Mean duration of follow-up since the end of treatment 
was 14.4 years (s.d. 5.38; range 7-27; n = 34). This limited 
the confounding effect of periodic relapses and remissions 
"generally known to take place in the first years after the 
end of treatment. 


TABLE II 
Main clinical information for the series of 41 subjects at 
the time of first admission 


Mean s.d. Range Number 

Age: years 24.5 8.75 15-51 41 
Duration of illness: 

months 36.5 55.50 3-264 41 
Age at menarche: 

years 13.3 1.19 11-16 39! 
Duration of amenor- 

rhoea prior to 

first admission: 
^ months 15.3 24.50 0-120 39! 
Total time in 

hospital: days 71.1 69.00 8-349 41 


1. Two males omitted. 


Procedure 


Follow-up assessment was performed by the authors. We 
had not previously known the patients or been involved in 
their treatment; thus a possible source of interview bias was 
avoided. A personal, semistructured interview of 2-3 hours’ 
duration was carried out, consisting of questions on 
demographic factors, family history, occupational and 
social status, degree of anorectic symptoms, nutritional 
status, physical condition, mental state and significant life 
events. At the same time, height and weight were recorded. 
The variables in this semistructured interview were recorded 
categorically as present or absent. 

In addition, the patients completed the 20-item version 
of the General Health Questionnaire (GHQ; Goldberg & 
Hillier, 1979), the 40-item version of the Eating Attitudes 
Test (EAT; Garner & Garfinkel, 1979; Garner et al, 1982) 
and the 566-item version of the Minnesota Multiphasic 
Personality Inventory (MMPI). MMPI data is reported in 
detail elsewhere (Gundersen, 1989). Psychiatric classifica- 
tion of the series was conducted according to DSM-III 
criteria. 

In accordance with previous reports (Garner & Garfinkel, 
1979; Button & Whitehouse, 1981; Garner ef al, 1982; 
Cooper et al, 1984), two outcome groups were defined 
operationally. Poor outcome was defined as EAT score 
>18 and good outcome as EAT score «18. The four 
subjects who died of anorexia nervosa were assigned to the 
poor outcome group. 

Another way of expressing general outcome is to use the 
Morgan-Russell scales (Morgan & Russell, 1975); these 
recently have been modified substantially (Morgan & 
Hayward, 1988), and now consist of five major scales. A 
final outcome score (S) is computed as the mean score of five 
scales across the range of 0-12, where a high score indicates 
a favourable assessment of the patient. In order to facilitate 
comparison with other studies as well as to test the validity 
of the EAT-defined outcome criteria, the information 
obtained in the follow-up interview was scored retrospec- 
tively in terms of the revised Morgan-Russell scales. 

Student's f-test (hypothesis test for the difference 
between two population means), Fisher’s exact probability 
test and the Wilcoxon’s two-sample rank test were 
used, except for the calculation of prognostic factors. 
Prognostic factors were defined as those variables 
significantly differentiating the patients in the outcome 
groups until the end of treatment, based on the categories 
of the medical records and the semistructured interview 
conducted at the time of follow-up, using the statistical 
inference for dichotomous variables test according to the 
formula 


n 
Pr(B=x)= (x) pa-p)" 


where the following conditions should be present: (a) each 
individual trial has two outcomes which may be 
conveniently labelled as success or failure; (b) the 
probability, p, of success stays the same throughout the 
trials; and (c) the n trials are independent (Brown & 
Hollander, 1977). 
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Results 


General outcome findings 


According to the EAT-defined outcome criteria, 11 of the 
30 subjects had a favourable outcome and 19 had a poor 
outcome. Of the poor-outcome group, five had an 
extremely poor outcome, with a mean EAT score of 49.6 
(s.d. 15.60; median 44; range 32—67), thus above the cut- 
off score of 30 indicating anorexia nervosa (Garner & 
Garfinkel, 1979). This gave a chronicity rate of 16.7% 
(n 30). 

One male and three females had died from severe 
complications of anorexia nervosa. This gives a mortality 
rate of 10.3% (n 239: the two subjects not traced excluded). 

Pooling together the five patients with extremely high 
EAT scores and the four who died from anorexia nervosa, 
one gets the following general distribution of outcome 
(n=34): 


poor outcome 9 (26%) 
intermediate outcome 14 (41%) 
good outcome 11 (32%) 


However, as the size of the follow-up sample was 
relatively small, the poor-outcome and intermediate- 
outcome groups were combined and statistical computations 
concerning prognostic factors were based on the following: 


poor outcome 23 (67%) 
good outcome 11 (32%) 


In order to test the reliability of the EAT-defined outcome 
distribution, the Morgan-Hayward outcome assessment 
scores were computed for the EAT-defined outcome 
groups. The mean final average outcome score (S) of the 
poor-outcome group was 4.13 (s.d. 1.30; n = 19 (there was 
no information available, of course, on who died) ). For 
the good-outcome group, the mean score was 9.55 (s.d. 
1.27; n- 11). This difference was significant (W= — 4.04; 
P<0.0002; Wilcoxon's two-sample rank test). The distribu- 
tion of final outcome scores for the outcome groups is given 
in Fig. 1. 

Using the Body Mass Index (BMI) (k2/m?), scores in 
the range 20.0-24.9 indicate normal weight and lower scores 
indicate low weight. The mean BMI value of the series at 
first admission was 15.7 (s.d. 1.22; range 11.5-16.9; n — 41). 
At the end of treatment the value had increased to 17.4 (s.d. 
2.42; range 11.5-22.6; n=41), and at follow-up it had 
increased further to 19.3 (s.d. 1.76; range 16.0-22.7; 
n=30). 

Of the 30 patients followed up, 19 szored within an 
approximately normal range (19.0—22.7), seven slightly 
below normal (17.0—18.9), and four markedly below normal 
(16.0-16.9). 

Furthermore, 27 of the 30 patients weze menstruating, 
22 of these on a regular basis and 5 on an irregular basis. 
Eight subjects menstruated following short-term hormonal 
provocation. Eighteen of the 30 patients had been pregnant 
and 19 were or had been married. Only eight subjects were 
unable to support themselves, thus living on social welfare. 
The dental status of 15 was very poor due to long-term 
consequences of vomiting. Preoccupation with food and 
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Fio. 1 Distribution of average outcome scores and percentiles 
according to the Morgan- Hayward modification of the Morgan- 
Russell scales ın the poor-outcome group (n= 19) and the good- 
outcome group (7-11, shaded area of the figure). Scores are 
computed across the range 0-12, where 12 represents the most 
favourable outcome assessment. 


weight was reported by 13, and 13 reported psychiatric 


symptoms in the family. During the follow-up period, 16. 


had received general psychiatric treatment, mainly for 
anxiety symptoms and neurotic depression. At follow-up 
deviant responses on the GHQ were given by 14, also 
indicating morbidity. 


Findings related to outcome groups and prognosis 


Table III shows the frequency of symptoms at first 
admission and at follow-up, and Table IV indicates the 


TABLE IIT 
Frequency of symptoms at first admission and follow-up 
Symptom Percentage of Significance 
patients with 
symptom 
First Follow- 
admission up 
(n=41) (n=30) 

Body image 

disturbances 56 20 P<0.005 
Irregular meals 66 30 P<0.005 
Eating rituals 17 17 NS 
Anxiety when eating 54 30 P<0.05 
Bulimia 41 20 NS 
Occasional vomiting 61 47 NS 
Constipation 70 40 P<0.01 
Laxative abuse 41 20 NS 
Diuretic abuse 5 3 NS 
Kleptomania 5 0 NS 
Denial of illness 61 30 P<0.01 
Fear of adult role 51 13 P<0.004 
Obsessions and 

compulsions 14 13 NS 
Excess of physical 

activity 15 10 NS 
Sleeping difficulties 63 49 NS 
Amenorrhoea! 92 7 P<0.0001 





1. Two males omitted. 
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TABLE IV 
Distribution of psychiatric diagnoses at follow-up for the 
poor-outcome group, the good-outcome group, and the 
total follow-up sample 








Psychiatric diagnosis Percentage of patients with 
diagnosis 
Poor- Good- Total 
outcome outcome follow-up 
group group sample 
m=19) m=1]1) (n-30) 
No psychiatric disorder 6 54 23 
Anorexia nervosa 26 0 17 
Major depressive 
disorder 37 0 23 
Histrionic personality 
disorder 6 45 20 
Passive-dependent 
personality disorder 11 18 13 
~Borderline personality 
disorder 32 9 23 





distribution of psychiatric diagnoses at follow-up according 
to DSM-III, test profiles on the MMPI and the individual 
clinical interview. 

The number of patients giving deviant responses in the 
GHQ was 1 (9%) in the good-outcome group (m= 11) and 
13 (68%) in the poor-outcome group (n= 19), a highly 
significant difference (F=4.90; P« 0.01; Fisher's exact 
probability test). 

Since the EAT scores were used as outcome criteria, a 
significant difference within the outcome groups would of 
course be expected. The mean scores for the good-outcome 
and poor-outcome groups were 12.6 (s.d. 2.77; median 12; 
range 9-18) and 28.8 (s.d. 17.39; median 25; range 8-67) 
respectively (W= —3.40; P=0.0003; Wilcoxon's two- 

. sample rank test). The mean EAT score for the series in 
general was 22.2 (s.d. 15.59; median 17; range 8-67; n = 30). 

The mean difference in BMI values of the poor-outcome 
and good-outcome groups at the time of follow-up proved 
to be significant (18.8, s.d. 1.76, and 20.2, s.d. 1.45, 
respectively; t= 2.05; d.f. 2 28; P«: 0.025; Student's t-test). 

Table V shows the difference in frequency of symptoms 
for the outcome groups at the time of follow-up. 

For the analysis of prognostic variables, the poor- 
outcome group consisted of 27 subjects, the four deceased 
and the four patients who refused to participate being 
assigned to this group on the basis of information from 
other reliable medical sources. 

The mean BMI values at the end of treatment were 16.8 
(s.d. 2.44) for the enlarged poor-outcome group (n — 27) and 
18.2 (s.d. 1.96, m=11) for the good-outcome group. The 
difference was significant (f= 1.69; d.f. —32; P« 0.05; Stu- 

~ dent's t-test), thus pointing to failure to gain weight during 
treatment as a poor prognostic indicator. In this study, 
however, no specific anorectic symptoms were significantly 
related to prognosis. Table VI shows the variables that 
proved significant as predictors of poor outcome. 


TABLE V 
Frequency of symptoms at follow-up for the poor-outcome 
and good-outcome groups 





Symptom Percentage of Significance 
patients with 
symptom 
Poor Good 
outcome outcome 
group | group 
(n219) (n-1I) 

Constipation 47 18 P« 0.001 
Fear of becoming fat 73 9 P «0.001 
Preoccupation with 

food 68 9 P<0.001 
Somatic complaints 37 18 P<0.05 
Psychiatric illness in 

family 52 27 P<0.05 
Psychosexual 

immaturity 42 9 P<0.05 
Biological immaturity 36 0 P<0.01 
Anxiety 79 27 P«0.001 
Depression 53 9 P« 0.001 
Sleeping difficulties 74 27 P «0.001 
Excess of physical 

activity 15 0 P«0.05 
Occasional vomiting 58 18 P«0.001 
Menses irregular 47 9 P<0.05 
Body image 

disturbances 32 0 P<0.05 
Laxative abuse 37 0 P<0.01 





Non-compliance with treatment is reflected in the higher 
drop-out rate in the poor-outcome group as compared with 
the good-outcome group (37% and 9% respectively). This 
difference was significant (a= 1.88; d.f.=36; P<0.005; 
statistical inference for dichotomous variables test). The 
mean days of treatment in the poor-outcome and good- 
outcome groups were 101.0 (s.d. 86.96) and 140.1 (s.d. 
128.06) respectively, and this difference almost proved 
significant, indicating duration of treatment as a possible 
prognostic indicator. 


TABLE VI 
Variables that proved significant as predictors of poor 
outcome (n — 38: one subject abroad, and two subjects not 





traced, excluded) 

Long duration of illness! at time of first 

admission P« 0.05 
Sleeping difficulties P«0.02 
Irregular meals P«0.02 
Low level of social activity P«0.01 
Non-compliance with treatment P«0 05 
Ambivalent relationship to parents P«0.05 
Recurrent conflicts with parents P<0.01 
Failure to gain weight P<0.05 





1. Greater than three years. 
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Discussion 


The general outcome distribution obtained by the 
EAT and confirmed by the Morgan-Hayward 
outcome scales was in accordance with previous 
reports (Theander, 1970; Morgan & Kussell, 1975; 
Hsu ef al, 1979; Burns & Crisp, 1984; Hall 
et al, 1984) satisfying the methodological standards 
mentioned by Hsu (1987). 

In the follow-up sample (n = 30), 26 subjects had 
normal or slightly low BMI values, and 22 had 
regular menstruation, the figures being mutually 
supportive. Several of the anorectic symptoms were 
significantly reduced in frequency from the time of 
first admission to the time of follow-up. This may 
indicate a higher proportion of subjects having a 
better outcome than is reflected by the EAT scores 
alone. This points to even more agreement with 
previous findings. 

On the other hand, the rate of morbidity was 
higher than would be expected in a normal 
population. This is indicated on the GHQ and by 
the fact that over 50% of the follow-up sample had 
received general psychiatric treatment during the 
follow-up period. 

The stress on anorectic symptoms rather than 
morbidity and general maladjustment as criteria 
of outcome may thus affect the outcome distri- 
bution. This points to the need for standardised 
outcome criteria (Hsu, 1987): although anorectic 
symptoms such as weight, amenorrhoea and eating 
attitudes may appear to have decreased, there 
remains general morbidity in these patients. Previous 
findings have shown some association between 
high EAT scores and high GHQ scores (Mann 
et al, 1983). However, the lack of a well docu- 
mented positive correlation between scores on 
the EAT and scores on the GHQ in general 
(Schwartz et al, 1982; Szmukler, 1985) may argue 
against the use of the GHQ and the EAT as 
parameters of outcome. It may be that the Morgan- 
Hayward modification of the Morgan-Russell 
scales is the most suitable standardised assessment of 
outcome. 

Histrionic personality was associated with the 
good-outcome group, in accordance with previous 
findings (Kay & Schapira, 1965; Rollins & Blackwell, 
1968). The most striking characteristic of the poor- 
outcome group was the frequency of borderline 
personality disorder and chronic depression. Such 
findings have been mentioned in several previous 
reports also (Rowland, 1970; Halmi, 1974; Cantwell 
et al, 1977; Small et al, 1981; Eckert et al, 1982; 
Herzog, 1984; Skoog et al, 1984; Biederman et al, 
1985). In general, it is still somewhat premature to 


postulate some kind of aetiological connection 
between anorexia nervosa and other psychiatric 
syndromes (Kaplan & Woodside, 1987). As far as 
depression is concerned, a recent report (Laessle et 
al, 1987) suggests that depression may be a 
consequence of chronic anorexia nervosa. In the 
present study, the personality diagnoses were made 
at the time of follow-up, and therefore it is not 
possible to say whether these psychiatric variables 
are related to aetiology and prognosis or, alterna- 
tively, are sequelae of chronic eating difficulties. 
However, the present and previous findings may 
indicate the need for prospective research on these 
issues. 

An important topic of discussion has been the 
relationship between anorexia nervosa and bulimia 
nervosa. In this study, it is interesting to note that 
the rates of bulimic symptoms at the time of first 
admission and at follow-up were about 40% and 
20% respectively. On the individual level, however, ~ 
no subjects who had bulimic symptoms at the time 
of first admission displayed such symptoms at 
follow-up several years later, and vice versa. This 
may support the view of anorexia nervosa and 
bulimia nervosa as continuous syndromes (Russell, 
1979). 

As far as prognosis is concerned, it has until now 
not been possible to agree upon variables predicting 
final outcome, or upon what changes in prognosis 
should be made in view of events taking place after 
the end of treatment (Theander, 1985). One aspect 
of this discussion is the prognostic status of specific 
anorectic symptoms. For instance, some studies have 
claimed that vomiting is an indicator of poor 
prognosis (Theander, 1970; Beaumont et al, 1976; 
Hsu et al, 1979; Russell, 1979; Theander, 1985). 
However, of the studies that fulfilled the methodo- 
logical standards mentioned by Hsu (1987) (Theander, 
1970; Morgan & Russell, 1975; Hsu et al, 1979; 
Morgan et al, 1983; Burns & Crisp, 1984; Hall et al, 
1984), only the study by Hsu et al (1979) confirmed 
such a notion. 

Thus, the present study confirmed our hypothesis 
that no single anorectic symptom or combination of 
symptoms serves as indication of poor prognosis. 
Furthermore, the study confirmed previous know- 
ledge that long duration of illness, failure to respond 
to treatment, and negative familial and social 
relationships are asssociated with poor outcome 
(these factors being connected also with poor 
prognosis). With a standardisation of sound method- } 
ology, it may be the case that general maladjustment 
and poor motivation for and response to treatment 
will become the relevant variables for poor prognosis 
in anorexia nervosa. 
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Psychosocial Predictors of Psychopathology in Epilepsy 


BRUCE P. HERMANN, STEVEN WHITMAN, ALLEN R. WYLER, MICHAEL T. ANTON 
and ROGER VANDERZWAGG 


The 30-item version of the GHQ was administered to 102 adults with epilepsy, and four sets 
of variables (neurological, psychosocial, medication, demographic) were used to predict 
psychiatric distress. Psychopathology was found to be associated with increased perceived 
stigma, elevated number of stressful life events during the past year, poor adjustment to 
epilepsy, financial stress, vocational problems, external locus of control, and an earlier onset 
of epilepsy. Multiple regression procedures reduced this list to three independent predictors 
of psychopathology: an increased number of stressful Ife events in the past year, poor 
adjustment to epilepsy, and financial stress. 


Epilepsy is one of the most common neurological 
disorders as well as one of the most intriguing. For 
over 2000 years investigators have tried to understand 
the cause, course, and cure of the malady - often 
within the context of mystery and stigmatisation 
(Temkin, 1971). 

One particularly interesting issue concerns the 
relationship between epilepsy and psychopathology. 
While it is now generally agreed that rates of 
psychopathology are elevated in patients with 
epilepsy relative to the general population (Pond & 
Bidwell, 1960; Rutter et al, 1970; Whitman et al, 
1984), the aetiology of this psychopathology remains 
to be clarified. A variety of hypotheses have been 
put forward to explain this increased psychiatric risk 
and, in an interesting review, Guerrant et al (1962) 
identified several viewpoints and paradigms which 
have existed in the past 100-150 years. At the 
time of their writing they concluded that the 
epilepsy/psychopathology literature was enmeshed 
in what they termed the ‘‘period of psychomotor 
peculiarity’; that is, the belief that patients with what 
are now known as complex partial seizures of 
temporal lobe origin were particularly likely to 
manifest a variety of behavioural and psychiatric 
abnormalities. 

Interest in so-called psychomotor seizures or 
temporal lobe epilepsy crystallised in the late 1940s 
due to the work of the Gibbs, who postulated that 
patients with epileptogenic lesions of the anterior 
temporal lobe and associated limbic system were at 
increased psychiatric risk relative to patients with 
extratemporal lesions and generalised epilepsy (Gibbs 
et al, 1948). Since their influential publications, most 
theoretical and empirical work has centred on the 
role of temporal lobe/limbic system dysfunction and 
how this dysfunction may be of broader relevance 
to biological psychiatry (Blumer, 1984; Trimble & 
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Bolwig, 1986). Yet despite approximately 40 years 
of research activity, many aspects of the relationship 
between complex partial seizures and psychopathology - 
remain unclear or controversial (Stevens, 1975, 
1980; Trimble, 1983; Hermann & Whitman, 1984; 
Fenwick, 1987). 

While the identification of a variety of biological 
precursors to psychopathology in epilepsy would be 
of substantial clinical and theoretical significance, 
it appears that it is sometimes forgotten that epilepsy 
is more than a neurological disorder. Like many 
other chronic disorders it may result in enormous 
psychosocial difficulties. National commissions in 
both the United States and Great Britain have 
documented the pervasive psychosocial consequences 
of the epilepsies including, for example, stigma and 
discrimination, social exclusion, altered patterns of 
parental interaction, housing and transportation 
problems, employment difficulties, and a wide 
variety of other problems. Additional stressors - 
associated with living with epilepsy include the 
psychological consequences of coping with repeated 
episodes of loss of consciousness, often associated 
with embarrassment and loss of personal dignity; the 
uncertainty of never knowing when or where a 
seizure will occur; and the effects of all the above 
problems on the patient's self-esteem and morale. 

In trying to derive a complete picture of the 
determinants of psychopathology in epilepsy it would 
seem that psychosocial factors are potentially very 
important considerations. However, while the preva- 
lence and rates of various psychosocial problems 
have been studied and documented, there has been 
an unexplainable lack of research into the role that 
psychosocial factors play in predisposing patients 
with epilepsy to a variety of psychopathologies. 
Whitman & Hermann (1989) found that the vast 
majority of research in the epilepsy/psychopathology 
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literature of the past 25 years had been devoted to 


neurological and biological variables, while a ' 


minimal amount of research examined the link 
between social factors and psychopathology. 

The aetiology of psychopathology in epilepsy is 
an important issue. To the extent that biological 
variables can be delineated, this may offer insights 
into the more general relationship of biology to 
psychiatry. To the extent that social variables are 
prominent in causation, this could inform us about 
both society and psychopathology. At a more applied 
level, it is obvious that meaningful models of 
prevention and treatment of psychopathology 
in epilepsy must depend upon a comprehensive 
understanding of its cause. In order to pursue such 
an understanding, we collected measures of 
biological, social, medication, and demographic 
variables on 102 patients with epilepsy. The goal of 
this investigation was to contribute information 

"towards a multiaetiological model of psychopathology 
in epilepsy - a model that involves multiple aspects 
of tbe lives of people with epilepsy. 
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Method 


Subjects 


The subject pool represented referrals to the in-patient 
monitoring units of the Baptist Memorial Hospital/ 
University of Tennessee Epilepsy Center. Patients were 
referred to the centre for assessment of suitability for 
focal resection of their epileptogenic lesion, for further 
diagnostic evaluation because of an unacceptable degree 
of seizure control, or for reasons concerning differential 
diagnosis. 

The specific sample investigated here consisted of 102 
patients with epilepsy, the diagnosis of which was confirmed 
by continuous (24-hour) EEG monitoring by closed- 
circuit television (CCTV), with scalp and/or sphenoidal 
and/or subdural strip electrodes. Monitoring was typically 
carried out until several spontaneous seizures were recorded. 
This sample comprised a consecutive series of in-patient 
evaluations with the exception that we did not include 
patients who were mentally retarded (WAIS-R Full Scale 
IQ less than 70) (Wechsler, 1981), or who had a significant 
reading disability (below the 5th percentile on the Reading 
scale of the Wide Range Achievement Test — Revised) (Jastak 
& Wilkinson, 1984). Individuals with such abilities would 


TABLE I 
Subject characteristics 





Average age: years 
Average education: years 


Average IQ 
Gender 


Seizure type 


Average age at onset: years 
Average duration: years 
Number of seizure types 


Secondarily generalised seizures 
1n addition to simple and/or 
complex partial seizures? 

Structural abnormality 
underlying the epilepsy? 

Medication 


Taking barbiturate 
medications? 


31.2 (s.d. 9.3) 
12.7 (s.d. 2.3) 
89.8 (s.d. 10.97) 


Male 45 

Female 57 

Partial (n —97) 
Simple partial 8 
Complex partial 90 
Secondarily generalised 55 


Generalised (n — 5) 


Absence 2 
Tonic-clonic 4 
Other 4 
14.9 (s.d. 11.1) 
16.3 (s.d. 10.6) 
Onetype 40 
Two types 59 
Three types 3 
Yes 55 
No 42 
Yes 15 
No 87 
Monotherapy 55 
Polytherapy 46 
None 1 
Yes 14 
No 88 
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not be reliable to complete the self-report measures. 
Table I provides characteristics of the final sample. 


Procedures 


A primary aim of the present investigation was to 
determine the multiaetiological correlates of psycho- 
pathology in epilepsy, and four sets of predictor variables 
were investigated (Table IT): neurological, psychosocial, 
demographic, and medication. E 


Neurological variables 


Seven traditional neurological variables which are among 
those commonly considered to play some role in the 
aetiology of psychopathology in epilepsy were included for 
evaluation (Table IT). The variables were coded from patient 
charts by a board-certified neurosurgeoa with special 
expertise in epilepsy (ARW) who was blind to all the 
behavioural/psychological data. 

It should be noted that we did not analys2 the frequency 
of seizures. Most patients presented to our centre because 
of an unacceptable degree of seizure control. We therefore 
sought to index the severity of the patients! epilepsy 
through other variables (i.c. number of seizure types, 
presence/absence of secondarily generalised seizures). 


TABLE II 
Multiaetiological predictor variables 


Neurological 

Age at onset of recurrent seizures 

Duration of epilepsy 

Laterality of unilateral temporal lobe seizure onset 
Seizure type! 

Aetiology? 

Presence/absence of secondarily generalised seizures 
Number of different seizure types 


Psychosocial 
Perceived stigma 
Perceived limitations 
Adjustment to seizures 
Vocational adjustment 
Financial status 

Life event changes 
Social support 

Locus of control 


Demographic 

Age 

Gender 

Years of education 
WAIS-R Full Scale IQ 


Medication 
Monotherapy v. polytherapy 
Presence of barbiturate medications 


1. Partial seizures (simple, complex, and/or secondarily 
generalised) versus primary generalised seizures. 

2. Presence/absence of a structural lesion believed to underlie 
patient’s epilepsy (e.g. tumour, cyst). 
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Psychosocial variables 


A wide variety of social and psychological constructs have 
been hypothesised to be among the determinants of 
psychopathology in epilepsy. Variables selected for inclusion 
were those that could be assessed with self-report instruments 
of adequate reliability and validity, and/or which could be 
measured via questionnaires specifically designed to assess 
psychosocial problems in patients with epilepsy. The eight 
variables included for evaluation are shown in Table II. 


Perceived stigma and perceived limitations. These variables 
were assessed by two scales developed via the factor analysis 
of the responses of 445 adults with epilepsy to a 21-item 
questionnaire inquiring about therr attitudes and experiences 
with epilepsy: factor analyses were performed on the total 
group of 445 subjects as well as on several subgroups of 
subjects and the same factors consistently emerged (Ryan 
et al, 1980). 

The Perceived Stigma scale consists of six items to which 
subjects respond on a four-point Likert scale reflecting their 
degree of agreement. The scale specifically assesses the 
extent to which people with epilepsy feel that they are 
victims of prejudice because of their epilepsy. The 
coefficient of internal reliability was high (a — 0.75). 

The Perceived Limitations scale consists of five items 
which are statements or expressions of constraints that may 
be imposed by the disorder. Their underlying theme is the 
sense of vulnerability to the physical consequences of the 
disorder. The coefficient of internal reliability was again 
high (o— 0.80). 


Adjustment to seizures, vocational adjustment, financial 
status. "These three areas of psychosocial concern were 
assessed by the Washington Psychosocial Seizure Inventory 
(WPSI; Dodrill et a/, 1980). 

The Adjustment to Seizures scale of the WPSI consists 
of 15 items which inquire into any resentment the person 
may have about having epilepsy, any feelings of being less 
worthwhile because of the epilepsy, any embarrassment 
about the diagnosis and/or seizures, and whether or not 
the person feels accepted by others. 

The Vocational Adjustment scale of the WPSI consists 
of 13 items which assess any interference by the epilepsy 
with the person's ability to obtain a job, any interference 
with his/her degree of satisfaction with his current 
vocational situation, and whether or not there appears to 
be a need for vocational counselling services. 

The Financial Status scale of the WPSI consists of seven 
items which assess whether the individual has significant 
financial problems and whether he worries a great deal 
about his financial difficulties. 

For each scale, increasing scores reflect increasing 
seriousness of impairment and concern. 


Life event changes. Assessment of the number of stressful 
life events occurring during the past year was carried out 
via the Life Experiences Survey (LES; Sarason et al, 1978). 
The LES consists of 47 life event changes which can be 
rated on a six-point Likert scale according to the 


desirability/undesirability of the events. The LES items were 


$ 
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originally chosen to represent life changes frequently 
experienced by individuals in the general population. An 
acceptable degree of test-retest reliability has been 
demonstrated, as has the fact that LES scores are not 
associated with measures of social desirability (Sarason 
et al, 1978). For this investigation we used the absolute 
number of life event changes which occurred during the 
past year as the predictor index from the LES. 


Social support. The Social Support Questionnaire (SSQ; 
Sarason et al, 1983) is a 27-item survey which assesses two 
major aspects of social support: the amount of social 
support available to the individual and his or her satisfaction 
with that available social support. Items ask the subjects to 
list the people whom they can turn to and rely on in a variety 
of situations and the satisfaction with the support rendered. 
Factor analyses of the SSQ have supported the notion 
of two social support indices (number, satisfaction). 
Coefficients of internal reliability are uniformly high 
(a2 0.95) and scores do not correlate with measures of 
social desirability (Sarason et al, 1983). 
~ For the purposes of this investigation we used the number 
of individuals available to provide social support (SSN) as 
the measure of interest derived from the SSQ. The higher the 
score, the greater the social support that is available to the 
patient. 


Locus of control. In order to assess cach patient's locus 
of control we used Rotter's (1966) internal-external control 
of reinforcement scale. While this scale has been widely 
used, some concerns have been raised regarding its factor 
structure, scale format, and correlation with social 
desirability measures. In a comprehensive review and 
analysis of Rotter's 29-item forced-choice measure, 
Ashkanasy (1985) confirmed previous reports of a multifactor 
structure of the scale, but concluded that the variance 
explained by the factors was small and that the scale was 
likely to be tapping a unitary construct. Additionally, 
Ashkanasy did not find a significant correlation between 
social desirability and the total score on Rotter's scale. 
Hence, for the purposes of this investigation we relied on 
the scoring procedures originally described by Rotter (1966), 
with higher scores indicating a more external locus of 
control. 


Demographic factors 
Demographic predictor variables are shown in Table II. 


Medication factors 


Only two medication variables were used (Table IT) because 
at the time of CCTV EEG monitoring the patients were 
on markedly reduced levels of their anticonvulsant 
medications, or the medications were withdrawn altogether. 
The information was ascertained from the patients’ most 
recent (pre-admission) medication schedule. 


Dependent measure 


In order to assess each patient’s overall psychiatric status we 
used the General Health Questionnaire (GHQ; Goldberg, 
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1972). The 30-item version was used. Published validity 
data pertaining to the GHQ are supportive, with good 
demonstrated sensitivity (96%) and specificity (88%) when 
it is applied to medical patients in general, and neurology 
patients in particular (sensitivity, 92%; specificity, 92%) 
(Goldberg, 1972; Goldberg et ai, 1976; DePaulo & Folstein, 
1978; Goldberg & Hillier, 1979; DePaulo ef ai, 1980; Rabins 
& Brooks, 1981; Dalos et al, 1983). Test-retest reliability 
for neurological patients is approximately 0.90 (DePaulo 
& Folstein, 1978; DePaulo ef al, 1980). In the 
epilepsy/psychopathology literature the GHQ has been used 
with increasing frequency (Edeh & Toone, 1983; Kogeorgos 
et al, 1982), as well as with other neurological populations 
(Robinson & Price, 1982; Bridges & Goldberg, 1986; 
Weddell, 1987). For the purposes of this investigation the 
GHQ raw scores were treated as a continuous variable for 
statistical analyses. 


Data analyses 


First, either Pearson correlation coefficients (for continuous 
predictor variables) or f-tests (for dichotomous predictor 
variables) were computed between each of the neurological, 
psychosocial, demographic, and medication variables and 
the total GHQ score. A subsequent intercorrelation matrix 
of the predictor variables revealed that there was substantial 
intercorrelation. Therefore, in order to identify independent 
(non-redundant) predictors of psychopathology, those 
variables which showed a significant relationship (P« 0.05) 
with the GHQ were subsequently entered into a stepwise 
multiple regression analysis. 


Results 


Seven variables showed a significant (P « 0.05) relationship 
with the GHQ. Increased psychopathology was associated 
with increased perceived stigma (r—0.30, P= 0.003), an 
increased number of stressful life events in the past year 
(r— 0.30, P — 0.003), poor adjustment to epilepsy (r —0.38, 
P — 0.001), poor vocational adjustment (r — 0.17, P— 0.046), 
less adequate financial status (r— 0.34, P = 0.001), external 
locus of control (r2 0.21, P — 0.017), and an earlier onset 
of epilepsy (r=0.17, P- 0.044). 

When these seven significant variables were entered into 
a stepwise multiple regression analysis, three variables 
remained significant: the number of stressful life event 
changes in the past year (P— 0.005), poor adjustment to 
epilepsy (P=0.015), and less adequate financial status 
(P- 0.019). 


Discussion 


Predictors of psychiatric distress 


Of the seven variables found to be significant 
predictors of psychopathology as determined by the 
GHQ, six were psychosocial in nature and these 
variables are considered first, followed by a dis- 
cussion of the significant neurological variable. 
Much of the literature on the social consequences 
of epilepsy states that the disorder bears a substantial 
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stigma (Arangio, 1980; Ryan et al, 1980; Betts, 1982) 
and patients' self-reports lend credence to these 
contentions (Mittan & Locke, 1982). This stigma has 
been the object of study in numerous investigations 
(e.g. Bagley, 1972, 1986; Schneider & Conrad, 1980, 
1983) and has been of substantial theoretical interest 
(Dell, 1986). Current conceptions have dichotomised 
stigma into two types: enacted stigma, or actual 
instances of discriminatory behaviour which have 
been produced primarily in response to an individual's 
epilepsy; and felt stigma, or the patient's perception 
that others, in subtle and tacit ways, devalue the 
individual with epilepsy and/or express their 
disinclination to interact with the patient with 
epilepsy, but may not act out their inzentions in the 
form of explicit discriminatory behaviour (Schneider 
& Conrad, 1980, 1983). While it has long been 
speculated that exposure to stigma may contribute to 
the development and maintenance of psychopathology 
(Bagley, 1972), an empirical test of this hypothesis 
has not been reported. Using a factorially derived 
measure of felt or perceived stigma developed by 
Ryan ef al (1980), we detected a significant 
relationship between self-reported feelings of stigma 
and increased psychopathology. We did not use 
measures assessing enacted stigma (or actual instances 
of discriminatory behaviour) and our observations 
are thereby limited to relationships between psycho- 
pathology and felt stigma. 

In a somewhat similar vein, it :s a common 
clinical observation that patients, and families, vary 
enormously in their resources and strength in coping 
with epilepsy. Some patients with epilepsy are able 
to proceed through life relatively unencumbered by 
their epilepsy, which may even be moderate to 
marked in severity. Other patients may feel resentful, 
believe that their lives have been ruined by epilepsy 
and may continually dread the occurrence of a 
seizure. Further, some patients may be particularly 
fearful of seizure-related accidents end/or having 
seizures at inopportune times, and resent their 
medications which may yield adverse side-effects and 
not always provide adequate seizure control. Again, 
these factors have been reasonably suspected of being 
associated with psychiatric distress. Using the 
Adjustment to Seizures scale from the WPSI (Dodrill 
et al, 1980), which assesses such concepts, we found 
that the poorer the patient's adjustment to epilepsy, 
the greater the self-reported psychopathology. 

The vocational difficulties experienced by indi- 
viduals with epilepsy (i.e. unemployment, under- 
employment, limitations in vocational choices and 
options) have been well documented (Fraser, 1980; 
Fraser & Clemmons, 1989). Along with vocational 
problems come financial stresses of many sorts. 
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These financial stresses may be exacerbated in 
chronic medical conditions like epilepsy which 
require constant medication usage, ancillary tests and 
other associated expenses. In the general population 
Brenner (1973, 1976) has demonstrated that national 
unemployment rates, and by implication financial 
stresses, covary with several indices of national 
mental health (e.g. suicide rate, admissions to mental 
health facilities). If vocational difficulties and 
financial stresses influence the mental health of the 
general population, then they can reasonably be 
expected to influence the adjustment of individuals 
with epilepsy — a group with an unemployment rate 
several times greater than the general population 
(Fraser, 1980). Using the Vocational Adjustment and 
Financial Adjustment scales from the WPSI (Dodrill 
et al, 1980), both increased financial stress and 
vocational difficulties showed significant associations 
with increased psychopathology. 

Study of the relationship between the number of 
stressful life events and psychopathology has been 
a topic of interest to clinical psychology and 
psychiatry for quite some time (Sarason et al, 1978). 
It is reasonable to suspect that individuals with 
epilepsy would be subjected to an increased number 
of stressful life events. Unstable relationships, 
vocational difficulties, housing and transportation 
problems, and a wide variety of other stressful events 
have been found to be over-represented in epilepsy 
(Read, 1969; National Commission for the Control 
of Epilepsy and its Consequences, 1978). As would 
be expected on theoretical grounds, we detected a 
significant relationship between psychopathology 
and an increased number of stressful life events 
which occurred in the past year. 

As has been repeatedly pointed out by others, 
epilepsy is a disorder characterised by loss of control 
(Matthews et al, 1982; Ziegler, 1981). Seizures may 
Occur essentially anywhere, at any time, with little 
or no warning. The threat of sudden, unpredictable, 
warningless loss of control (and consciousness) has 
long been thought to comprise an essential dimension 
of epilepsy (Ziegler, 1981; Arnston et ai, 1986; 
Matthews & Barabas, 1986). Indeed, compared with 
other chronic disorders like diabetes, epilepsy is 
associated with a significantly greater external locus 
of control (Matthews & Barabas, 1986); that is a 
belief that important life events are under the control 
of luck, fate, chance, or powerful others (Rotter, 
1966). This is a meaningful dimension because an 
external locus of control has been associated with 


increased psychopathology, especially depression i 


(Lefcourt, 1976). We here found the expected 
relationship between an external locus of control and 
psychopathology in patients with epilepsy. 


PREDICTORS OF PSYCHOPATHOLOGY IN EPILEPSY 


Of the neurological variables listed in Table II, 
only age at onset of epilepsy showed a significant 
relationship with the GHQ: increased psychopath- 
ology was associated with an earlier onset of epilepsy. 
This is reminiscent of findings reported early on by 
Notkin (1928) of an inverse relationship between 
psychopathology and age at onset, and subsequently 
replicated by several later investigators in relation 
to specific behaviour problems (Serafetinides, 1965; 
Gudmundsson, 1966; Blumer, 1970). 

Those variables which were not predictive of 
psychopathology included the amount of social 
support available to the patient, the perceived 
limitations of epilepsy, seizure type, laterality of 
temporal lobe seizure onset, aetiology of the epilepsy, 
duration of epilepsy, presence/absence of secondarily 
generalised seizures, number of different seizure 
types, several demographic factors (age, gender, IQ, 
education), and some very limited medication 

-factors. Clearly, in this multiaetiological 
investigation psychosocial factors bore a particularly 
strong relationship to psychiatric distress. 

As we have suggested elsewhere (Hermann & 
Whitman, 1984), there is probably intercorrelation 
among predictor variables. The use of statistical 
procedures such as multiple regression allows 
identification of independent and hence more 
powerful predictor variables. After placing the seven 
predictor variables which showed a significant simple 
correlation with the GHQ into a multiple regression 
analysis, three variables were shown to be indepen- 
dently predictive of GHQ scores: the number of 
stressful life events during the past year (P — 0.005); 
adjustment to epilepsy (P-— 0.015); and financial 
stress (P — 0.019). The remaining variables did not 
explain additional significant amounts of variance. 


Statistical and methodological points 


Two statistical and methodological points need to 
be raised. The first is that the above relationships were 
of mild to moderate predictive power. The regression 
equation, while statistically highly significant 
(P=0.01), accounted for a modest amount of 
variance in the GHQ (23%), indicating that there is 
still much to uncover about the causes and correlates 
of psychopathology in epilepsy. The explanatory 
power of such models will surely be enhanced 
through the inclusion of additional predictor variables, 
and examination of the interaction between particular 
. predictor variables (e.g. social support and life event 
changes) in addition to the analysis of their simple 
overall effects. 
In future multiaetiological endeavours of this sort 
it would seem particularly important to include a 
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more thorough evaluation of those medication 
factors which have been previously identified as 
playing a role in the aetiology of psychopathology 
in epilepsy (Trimble & Reynolds, 1976; Reynolds, 
1982, 1986). Similarly, inclusion of more sophisticated 
indicators of neurobiological status (e.g. neuro- 
psychological status, positron emission tomography 
findings) would probably explain substantial 
additional variance in measures of psychopathology. 
Finally, we investigated only a limited range of 
psychosocial factors and many others remain 
to be included in future research. It is most probable 
that more comprehensive groupings of predictor 
variables will explain increasing proportions of 
variance in measures of psychopathology. What is 
clear, however, is that models of psychopathology 
in epilepsy which do not include social factors will 
be incomplete. 

The second point that needs to be raised is that 
the analytic procedures employed in this study have 
been correlational in nature, and it is essential to 
recognise the limitations of such an approach. 
It is well known that correlation does not imply 
causation, and the implication of that caution for 
these analyses should be clear. Let us consider only 
the three variables that were significant in the 
stepwise regression analysis. The number of stressful 
life event changes in the past year could be a cause 
of psychopathology, or a result of it, or both could 
be caused by some third factor. The same is true for 
adjustment to epilepsy and less adequate financial 
status. While existing prospective longitudinal inves- 
tigations in the general population have identified 
some of these same variables (i.e. financial status, 
life event changes) as bearing a casual relationship 
to the development of psychiatric distress (Kaplan 
et al, 1987; Lewinsohn ef al, 1988), the true 
nature of these relationships among patients with 
epilepsy will only be determined by a longi- 
tudinal study. More than anything else, this 
investigation suggests a research agenda for the 
future. 


Conclusion 


While the psychosocial complications of epilepsy 
have long been known and extensively discussed, they 
have been investigated as precursors of psycho- 
pathology in epilepsy only rarely. Interest in 
biological factors has been so strong, for so 
long, that other reasonable risk factors have been 
relatively neglected. A more comprehensive approach 
to understanding psychopathology in epilepsy is 
needed - one which takes into consideration the 
multiplicity of psychosocial, neurological, and 
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medication factors involved. Partial understanding 
of the problem of psychopathology in epilepsy will 
result in partial treatment successes and partially 
successful prevention programmes. A more com- 
prehensive, multiaetiological perspective would seem 
to be called for and would appear to be a reason- 
able successor to the ''period of psychomotor 


peculiarity”. 
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Brief Reports 


The Lifetime Outcome and Involuntary Movements of Schizophrenia 
Never Treated with Neuroleptic Drugs 


Four Rare Cases in Ireland 


JOHN L. WADDINGTON and HANAFY A. YOUSSEF 


Four elderly schizophrenic patients who had never been treated with neuroleptics, and a fifth 
patient who had received only -he briefest exposure to such drugs, had retained their distinct 
clinical characteristics. Involuntary orofacial movements and cognitive dysfunction were found 
more uniformly than any particular pattern of symptoms. 


Since the classic descriptions of Kraepelin (1919) and 
Bleuler (1950), the natural history aad long-term 
outcome of schizophrenia has remained a topic of 
intense study (Johnstone et al, 1985). However, the 
now ubiquitous use of neuroleptic drugs has made 
it impossible to study, from a contemporary perspec- 
tive, the consequences of (literally) a lifetime of 
unremitting illness in patients in their ninth or 
tenth decade and approaching the limits of human 
longevity. 

In the course of a series of studies examining 
associations between cognitive dysfunction, negative 
symptoms and involuntary movements (tardive 
dyskinesia) in schizophrenia in relation to extent of 
neuroleptic medication (Waddington et al, 1987), we 
encountered four very elderly patients in their ninth 
or tenth decade who had never beer treated with 
neuroleptics, and another who had received only 
the briefest of exposure to such medication. Our 
investigations and follow-up studies on these now 
extremely rare cases concern not just mental state, 
but also the contentious issue (Owers ef al, 1982; 
Marsden, 1982; Rogers, 1985; Waddington, 1987; 
Waddington & Crow, 1988) of whether movement 
disorder(s) might sometimes be part of the chronic 
schizophrenic syndrome as well as a potential 
consequence of its treatment with neuroleptics. 


Method 


As described in detail elsewhere (Waddington et al, 1987), 
177 in-patients resident in St Davnet's Hospital, Monaghan, 
Ireland, were assessed using the Abnorraal Involuntary 
Movement Scale (AIMS; National Institute of Mental 
Health, 1976), and evaluated neuropsychologically using 
an abbreviated ten-question mental test of the basic 
cognitive functions of orientation, awareness and immediate 
memory (Waddington & Youssef, 1986a,b]; in the presence 
of muteness, no estimate of cognitive function was possible. 
The assessor was unaware of each patient's clinical and 
treatment history until after completion of these assessments, 


when patient records were reviewed to derive such informa- 
tion. During this review, the subjects of the present report 
(patients 1-5) were identified. Eighteen months later, the 
subjects were followed up and re-assessed, and their case 
notes and all available documentation re-reviewed; shortly _ 
afterwards, they were given a detailed clinical examination 
and interview by an investigator not involved in the previous 
assessments of their motor and cognitive function. 


Results 


Demographic details, and initial and follow-up assessments 
are summarised in Table I. Four of the five patients had 
never received neuroleptics. When neuroleptics first attained 
widespread use in Ireland these patients were already in their 
seventh decade, and had been in hospital for up to 30 years. 
By that time, each was no longer exhibiting florid psychotic 
features and neuroleptics were not immediately prescribed. 
Subsequently, neuroleptics were judged by their particular 
consultant psychiatrists to be of little potential benefit. The 
remaining patient had received 54 days of treatment with 
thioridazine or chlorpromazine, each 50 mg daily, at the 
age of 83 and five days of pimozide, 2 mg daily, at the age 
of 88. 

Each patient had shown typical positive symptoms 
(hallucinations, delusions and/or thought disorder) on 
admussion. Patients 1 and 3 showed subsequent deteriora- 
tion to a defect state of marked negative symptoms 
(blunting of affect, poverty of speech and/or avolition); 
they satisfied the criteria of Feighner ef al (1972) for 
schizophrenia, the clinical diagnosis being residual schizo- 
phrenia with marked negative symptoms. Patients 4 and 
5 showed enduring positive symptoms of incoherence and 
silly, inappropriate affect; they satisfied Feighner criteria 
for schizophrenia, the clinical diagnosis being chronic 
disorganised (hebephrenic) schizophrenia. Patient 2 died 
shortly after initial identification and was lost to detailed 
follow-up, but satisfied Feighner criteria for schizophrenia. 

On initial assessment, three of the five patients showed 
mild but definitely abnormal involuntary movements of at _. 
least one orofacial region (i.e. one or more scores of 2 on 
the first four items of the AIMS), and all showed marked 
cognitive impairment or had documented cognitive impair- 
ment before muteness. At follow-up, each of the four 
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TABLE I 
Characteristics of the five patients 





Patlent Patient Patient Patient Patient 
I 2 3 4 5 
Age at follow-up 83 87 90 90 92 
Sex F M F F F 
Duration of current hospital stay: years 42 38 54 55 59 
Symptoms on admission! P P P P P 
Neuroleptic exposure Never Never Never 59d Never 
Initial assessment 
Cognitive function 4 3 Mute 5 3 
Orofacial dyskinesia Min. Min. Mild Mild Mild 
AIMS score 4 2 7 6 5 
Follow-up assessment 
Current symptoms! N —? N P P 
Cognitive function 3 —? Mute 4 2 
Orofacial dyskinesia Mild —? Mild Mild Mild 
AIMS score 5 —? 7 8 9 





-1. P, positive; N, negative. 


2. Patient 2 died between initial and 18-month follow-up assessments 
Note. At 5 years after initial assessment, patient 1 was also deceased, while patients 3, 4 and 5 still showed mild involuntary movements 


with marked cognitive dysfunction or muteness 


surviving patients showed mild orofacial dyskinesia with 
increasing cognitive impalrment or muteness. The principal 
cognitive deficits were disorientation for age and year, and 
failure to recall an address after a minimum of interpolated 
material: patients’ recall of their own name, and of their 
marital and work history, were more reliably preserved. 


Discussion 


Although these patients had been in hospital 
continuously for 38 to 59 years since last admission, 
the onset of their illness appeared to have pre-dated 
that admission and may have involved previous 
admissions; however, it proved impossible to establish 
reliably this information on a retrospective basis in 
patients of such advanced age. 

In view of the well known greater life expectancy 
of women, the preponderance of women in the 
present elderly group might be expected. However, 
evidence that schizophrenia appears to run a some- 
what more benign course in females (Seeman, 1986) 
may limit the generality of these cases. 

Our findings suggest that differences in the clinical 
features of these schizophrenic patients endure into 
advanced age. Each patient showed the typical 
positive symptoms of delusions, hallucinations and/or 
thought disorder on admission. Thereafter, patients 
1 and 3 exhibited deterioration to a defect state of 

. marked negative symptoms and cognitive dysfunction 
in the absence of positive psychotic features. In 
contrast, patients 4 and 5 exhibited enduring positive 
psychotic features into their tenth decade with little 
evidence of prominent negative symptoms, although 


cognitive impairment was evident. These individual 
patients thus retained their distinct clinical charac- 
teristics during a lifetime of untreated schizophrenia, 
and they showed little evidence of end-state homo- 
typia up to the limits of human longevity. 

There remains an unresolved debate on the extent 
to which movement disorders might be an integral 
part of chronic schizophrenia. As discussed by 
Rogers (1985) and Waddington (1987), do involuntary 
movements in chronic schizophrenia imply some 
secondary neurological process (Marsden, 1982) 
additional to the psychosis, or can mental and motor 
dysfunction both be an expression of a unitary 
cerebral disorder (Owens ef al, 1982)? 

In the present study, four of the five patients 
showed mild but clearly abnormal involuntary 
movements of the orofacial region. Each of these 
four cases would have satisfied the criteria of 
Schooler & Kane (1982) for tardive dyskinesia were 
it not for the lack of a history of exposure to 
neuroleptics. The presence of involuntary orofacial 
movements in such elderly untreated schizophrenic 
patients might at one level engender little surprise. 
However, in the normal, healthy elderly, the preva- 
lence of involuntary movements is very low (1.2%; 
Lieberman ef al, 1984). A recent study found 
orofacial dyskinesia in only one untreated woman 
out of 33 women and 23 men in their ninth decade 
and living in the community, and this individual was 
characterised by cognitive impairment (D’ Alessandro 
et al, 1986). Where considerably higher prevalences 
of involuntary movements have been reported in the 
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untreated elderly, the populations studied have 
included patients with neurological and/or chronic 
psychiatric disorders (Waddington & Crow, 1988). 
In our own previous studies (Wadding-on & Youssef, 
1986a,b), we encountered seven schizophrenic 
patients in their ninth decade (4 women, 3 men) who 
had received typical long-term exposure to neuro- 
leptics, four of whom (all women) showed involuntary 
orofacial movements. The mean AIMS score of the 
present five untreated patients was 4.8 (s.e.m. 0.9) 
at initial assessment. On the same occasion, that of 
these seven long-term treated patients (mean duration 
of neuroleptic treatment 15.1 (s.e.m. 3.0) years) was 
4.9 (s.e.m. 1.1); scores were indistinguishable between 
the three patients still in receipt of neuroleptics (mean 
4.7, s.e.m. 1.9) and the four treated patients in whom 
they had been discontinued (mean 5.D, s.e.m. 1.5). 

It appears that involuntary movements, particularly 
those with an orofacial topography, can be seen in 
elderly chronic schizophrenic patients never exposed 
to neuroleptics; this supports the controversial 
findings of Owens ef al (1982). Cognitive dysfunction 
(Johnstone e? al, 1985) was a common element in 
each of the five elderly untreated patients considered 
here. While some cognitive impairment might be 
expected in the ‘normal’ elderly, it is rarely so 
pronounced as was consistently encountered in the 
present group (Mulley, 1986). We have previously 
found such cognitive dysfunction to be reliably 
associated with the presence of involuntary move- 
ments in schizophrenic patients with long-term 
exposure to neuroleptics, particularly in relation to 
orofacial dyskinesia (Waddington et al, 1987); this 
association also appears to be evident in the present 
untreated patients. Rogers (1985), in his important 
philosophical analysis of these issues, reminds us that 
attributing such motor disorders in schizophrenia to 
undiagnosed neurological disease becomes super- 
fluous if severe, chronic schizophrenia itself is 
regarded as a neurological disorder. 

The present small series of cases clearly cannot allow 
us to resolve the spectrum of psychiatric and motoric 
symptoms that can result from a lifetime of untreated 
Schizophrenia. They are presented as an extremely 
rare opportunity to reconsider these issues. Such 
instances are unlikely to be encountered in the future. 
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Schneider's First-Rank Symptoms of 
Schizophrenia: Prevalence and Diagnostic Use 
A Study from Pakistan 


S. B. MALIK, M. AHMED, A. BASHIR and T. M. CHOUDHRY 


The prevalence of Schneiderian first-rank symptoms In 75 schizophrenic in-patients was found 
to be 6796. The commonest were somatc passlvrty, thought broadcast, and thought Insertion. 
This suggests a considerable vanation in the prevalence of first-rank symptoms and their 
individual frequencies in different cultures. First-rank symptoms thus have inherent weaknesses. 


The first-rank symptoms of Schneider remain of 
considerable interest with regard to their value in the 
diagnosis of schizophrenia (Carpenter & Strauss, 
1974). Although Schneider (1959) regarded these 11 
"symptoms as pathognomonic of schizophrenia in the 
absence of organic brain dysfunction, the validity 
of this claim has been questioned (Carpenter ef al, 
1973). Other studies have shown that first-rank 
symptoms have no prognostic implications (Hawk 
& Carpenter, 1975). 

The frequencies of first-rank symptoms have been 
found to vary with culture (Ndetei & Vadher, 1984). 
Despite differences in the designs of various studies, 
the reported frequency of first-rank symptoms in 
English schizophrenic patients have remained rela- 
tively constant (Mellor, 1970; Carpenter & Strauss, 
1974). On the other hand, some differences have 
been noted with African schizophrenic in-patients 
(Carpenter & Strauss, 1974; Ndetei & Singh, 1983; 
Oye Gureje & Bamgboye, 1987). 

Studies regarding prevalence of first-rank symp- 

` toms in Asian schizophrenic patients have also shown 
different results (Zarrouk, 1978; Carpenter & Strauss, 
1974; Radha Krishan et al, 1983; Chandrasena & 
Rodrige, 1979; Ahmed, 1984), which appear to vary 
from one country to another. 

This study investigates the prevalence of first-rank 
symptoms among Pakistani schizophrenics admitted 
to a large teaching hospital in Lahore (Pakistan). The 
findings are compared with those available from studies 
conducted in other cultural groups, and the present 
status of first-rank symptoms as an internationally 
used diagnostic criterion for schizophrenia is evaluated. 


Method 


—The subjects were patients who were admitted to the 
Department of Psychiatry, Mayo Hospital, Lahore, between 
February 1984 and September 1986 and given the diagnosis 
of schizophrenia. The criteria for the diagnosis were based 
on the Research Diagnostic Criteria (RDC) for definite 











TABLE Í 

Frequency of individual first-rank symptoms across cultures 

UK Saudi Karachi | Lahore 

Arabia 

(n=173)' (n-52)? (n-42) (n-50)* 

n A n " n $$ n "t 
Audible 
thoughts 20 11.6 6 11.55 11 262 1 2 
Voices 
arguing 23 133 11 21.1 15 35.7 7 14 
Volces 
commenting 23 13.3 11 21.1 25 59.5 8 16 
Somatic 
passivity 20 11.6 39 75 6 14.3 33 66 
Thought 
withdrawal 37 21.4 6 11.5 11 262 3 6 
Thought 
insertion 34 19.6 7 13.5 22 3244 21 42 
Thought 
broadcast 17 9.8 9 17.3 10 23.8 23 46 
‘Made 
affect’ 11 6.3 18 346 6 143 1 2 
*Made 
impulse' 5 29 23 442 3 71 — — 
‘Made 
volition’ 16 9.2 19 36.5 12 286 7 14 
Delusional 
perception 11 63 4 77 2 48 4 8 
1. Melor (1970). 
2. Zarrouk (1978) 
3. Ahmed (1984) 
4. Present study. 


schizophrenia (Spitzer ef al, 1975), and the pattern of the 
Present State Examination (PSE; Wing et al, 1974) was used for 
questioning. All the patients were seen by a qualified psychi- 
atrist either immediately or within 48 hours of contact with 
the hospital. This was to allow for accurate assessment of symp- 
toms before they had been substantially modified by treatment. 

The first-rank symptoms were elicited on the basis of 
Mellor's (1970) definition. Before final inclusion in the study 
each patient was examined by a second psychiatrist within 
three days of the assessment by the first psychiatrist. Only 
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those cases were selected where both psychiatrists were in 
agreement over the diagnosis (based on Soitzer's criteria) 
and the presence of first-rank symptoms. Before starting 
the main study, the interviewers (SBM and MA) held 15 
independent pilot interviews with the same patients. There 
was high inter-rater reliability. 


Results 


The sample comprised 75 patients (43 males, 32 females, 
age range 15-60 years, mean 29.8, standard deviation 
10.87). One or more first-rank symptoms were present in 
26 males and 24 females, and 25 patients had no first-rank 
symptoms. 

The commonest first-rank symptoms were somatic 
passivity (66%), thought broadcast (46%), and thought 
insertion (42%). Audible thoughts and ‘made affect/ 
impulse’ were least common. The distribution of individual 
first-rank symptoms in this study and a comparison with 
other studies is shown in Table I. 


Discussion 


Considerable variation has been found in the 
prevalence of first-rank symptoms. The prevalence 
of 67% obtained in this study is close to the 72% 
obtained by Mellor (1970) among British patients, 
73% by Ndetei & Singh (1983) in their Kenyan 
sample, and 73% by Oye Gureje & Bamgboye (1987) 
in Nigerian patients. Our results, however, are in 
excess of those reported from other studies in Asian 
patients, viz. 56% in Saudi Arabian patients 
(Zarrouk, 1978), 25% in patients from Sri Lanka 
(Chandrasena & Rodrige, 1979), 35% from India 
(Carpenter & Strauss, 1974; Radha Krishan ef al, 
1983), and 52.5% from Karachi, Pakistan (Ahmed, 
1984). 

These differences could have arisen through the 
use of different diagnostic criteria: in the Karachi 
(Ahmed, 1984), Indian (Radha Krishen ef al, 1983), 
and Nigerian (Oye Gureje & Bamgboye, 1987) 
studies, ICD-9, Feighner's (Feighner et al, 1972) and 
Research Diagnostic Criteria were used respectively, 
while Ndetei & Vadher (1984) usec the CATEGO 
diagnosis of schizophrenia (Wing et al, 1974), and 
the diagnostic criteria employed in the Saudi Arabian 
study (Zarrouk, 1978) were vague and ill defined. 

Different methods of eliciting first-rank symptoms 
may be another reason for the disparities found. 
Schneider (1959) stated that the pheromenological 
method described by Karl Jaspers should be used to 
elicit and identify the first-rank symptoms, but 
Mellor (1982) pointed out that practitioners of this 
method require rigorous training before applying 
them. While some of the studies used the PSE style 
of questioning to elicit first-rank symptoms, Ndetei 
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& Vadher (1984) used the syndrome check-list and 
their findings were based on a retrospective case-note 
study. 

As regards individual first-rank symptoms, there 
was a marked disparity in the frequencies reported 
in populations with different cultural backgrounds 
(Mellor, 1970; Radha Krishan ef al, 1983; Ahmed, 
1984; Oye Gureje & Bamgboye, 1987). In our study, 
somatic passivity, thought broadcast, and thought 
insertion occurred with the greatest frequency. 
Somatic passivity was close to that seen in Saudi 
Arabia, but far in excess of that seen in the UK and 
Karachi studies. This high frequency of somatic 
passivity is not surprising. ‘Possession states’, in 
which a person believes that he/she is possessed by 
an alien force, are common in traditional societies 
and are not always considered abnormal by members 
of such societies who often share the same sub- 
cultural belief, although Leff (1977) has pointed out 
that claims by possessed subjects that they are~ 
controlled by an alien spirit would fulfil Schneider’s 
criteria for delusions of control. This difficulty is 
frequently encountered in developing countries where 
subcultural beliefs are difficult to distinguish from 
delusions of contro]. Many patients in our cultural 
setting report being possessed by the ‘jinn’ and the 
family share this belief, seeking psychiatric help only 
when all efforts by the traditional and religious 
healers have failed to ‘expel’ the jinn. Being 
controlled and influenced by ‘pirs’ (spiritual guides) 
is another common belief and here the family not 
only shares the belief but, at times, also encourages 
it as a symbol of spiritual elevation for the patient. 

A sense of passivity also prevails at a different level 
among this population. A belief that all that happens 
has already been laid out (‘Kismet’), and man is but 
a passive individual who has little will of his own, 
is common. These beliefs probably stem from Moslem 
religious teachings. 

With such widely prevalent beliefs relating to the 
concept of ‘passivity’ and being strongly held by the 
healthy population, we suggest that the increased 
frequency of somatic passivity in our study reflects 
the pathoplastic effect of this culture. 

The finding that passivity phenomena in the form 
of ‘made impulses’, affect, and volition are uncommon 
when compared with somatic passivity is difficult to 
explain, although may simply reflect the increased 
tendency towards somatisation of psychiatric 
symptoms. 

Our finding of somatic passivity being far in excess , 
of that reported from Karachi is interesting although 
not surprising when the cultural backgrounds of the 
two populations studied are viewed closely. Although 
geopolitically within the same country, Karachi, 
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800 miles south of Lahore, is a modern cosmopolitan 
city, where the population is a mixture of various 
ethnic groups each with a different language, 
lifestyle, and cultural background, comprising immi- 
grants from India, Pathans, Sindhis, and Punjabis. 
Our study, on the other hand, comprises subjects 
belonging to the rural areas of the Punjab who 
shared the same language and cultural background. 

With such wide differences in the prevalence of 
first-rank symptoms in different cultures and the low 
correlation seen between the frequencies of individual 
first-rank symptoms across cultures, the status of 
first-rank symptoms as international diagnostic 
criteria becomes questionable. Further, they do not 
specify a stated minimum period of illness for 
confirming the diagnosis of schizophrenia. Symptoms 
of catatonia and thought disorder are not provided 
for, and there is a failure to exclude the major mood 
disorders. Patients with catatonic schizophrenia who 

“are mute and where it is difficult to establish 
phenomenology are therefore likely to be missed out. 
Such presentation of schizophrenia is not uncommon 
in developing countries (Carpenter & Strauss, 1974; 
Neki, 1973). 

Despite these shortcomings, first-rank symptoms 
also have advantages. They have high inter-rater 
reliability (Brockington et al, 1978) and are relatively 
simple to use in an everyday clinical setting. 
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The Treatment of Monodelusional Psychosis Associated with Depression 


SIMON CHIU, ALLAN H. McFARLANE and NANCY DOBSON 


This is a report of the treatment of four patients suffering from a syndrome consisting of a 
single deluslon in association with depresslon. The tendency of monodelusional syndromes 
to respond to e pimozide provides a rationale for nosological organisation. 


Over the past ten years a cluster of delusional 
syndromes have come to be recognised as having 
clinical features in common, as well as sharing a 
treatment response that is so specific as to encourage 
considering them as a single nosological entity. These 
syndromes are: delusional parasitosis, monosympto- 
matic hypochondriacal psychosis, paranoid jealousy, 
and erotomania. 

Delusional parasitosis, a condition apparently 
common enough to have been seen by most dermato- 
logists, stimulated nosological interest because it 
responded dramatically to treatment with the neuro- 
leptic pimozide. Previous to the use of pimozide, 
support, placebo, and other psychotropic drugs had 
all met with failure (Wilson & Miller, 1946; Wilson, 
1952; McFarland, 1953). Reilly ef a/ (1978) were the 
first to report the successful treatment of delusional 
parasitosis with pimozide. Earlier, Riding & Munro 
(1975) were the first investigators to describe the 
treatment of a series of patients with complaints of 
a single delusion who responded to pimozide in a 
similarly dramatic fashion. Interestingly, in two of 
the five cases described there was an associated 
depression. Munro (1982) suggested that one sub- 
group of monosymptomatic delusional psychosis, 
namely monosymptomatic hypochondriacal psychosis, 
could be nosologically seen as a type of paranoia 
related to paranoid states and perhaps paranoid 
schizophrenia. Munro (1980) noted that Kenyon 
(1976) raised the question of whether other mono- 
symptomatic delusional states should be grouped 
with these, especially in view of Dcrian's (1979) 
successful treatment of paranoid jealousy with 
pimozide. More recently, the syndrome of eroto- 
mania, which had previously been considered a 
curious disorder of elderly women, has been described 
in men (Taylor et al, 1983). Munro et al (1985) and 
Munro (1988a,b) have demonstrated the successful 
treatment of two cases of erotomania with pimozide, 
and have suggested a taxonomic link with mono- 
symptomatic hypochondriacal psychosis. 

The controversy regarding the spectrum of paranoid 
disorder has drawn considerable attention in the 
revised version of DSM-III (see Ross et al, 1987). 


While there exists a clearly defined demarcation 
between paranoid schizophrenia and paranoid dis- 
order, various types of delusions (grandiose, eroto- 
manic, jealous, persecutory, somatic) are subsumed 
under the diagnostic category of delusional disorder, 
which is to be used interchangeably with paranoid 
disorder. Hence, monosymptomatic hypochron- 
driacal psychosis for example can be considered a 
form of somatic delusional disorder. There are, at ' 
present, conflicting results concerning an underlying 
predisposing personality typology for delusional 
disorder (Watt, 1985; Winokur, 1986). 


Case reports 


Case 1 


Mr A, a 62-year-old married man, was admitted with 
dysphoria, suicidal ideation, and ruminations about 
financial disaster. Previous history included four admissions 
for major depression associated with suicidal attempts. 
While past treatment included various tricyclic anti- 
depressants, monoamine oxidase inhibitors, and nomifensine, 
only partial and transient improvement in mood resulted. 

His mental state upon admission was characterised by 
a delusion of poverty, anhedonia, dysphoric and anxious 
mood, anergy, hypersomnia, and feelings of hopelessness. 
There was no formal thought disorder, no hallucinations, 
and no abnormalities in orientation, memory and concentra- 
tion. Physical examination was unremarkable and routine 
investigations were within normal limits. 

Early development was unremarkable, and there was no 
family history of psychiatric disorder. A recent demotion 
at work had triggered ruminations over impending financial 
disaster. despite evidence of excellent financial resources. 
Two previous psychiatric admissions were also preceded 
by stressors - the adoption of a son and later a daughter. 

Treatment consisted of clomipramine (75 mg daily) and 
over two weeks a reduction of the patient's hypersomnia 
and feelings of hopelessness were achieved and his energy 
level improved. Because the delusion of poverty remained 
unchanged pimozide (4 mg daily) was begun concurrently 
with the clomipramine. One week later the patient was less 
pre-occupied with financial issues, and his pre-morbid sense 
of humour and animation returned. Follow-up at four 
months showed that improvement had been maintained and 
he was gradually weaned off both medications. 
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MONODELUSIONAL PSYCHOSIS WITH DEPRESSION 


Case 2 


Mrs B, a 58-year-old married woman of Yugoslavian origin, 
was admitted with ruminations about contracting a sexually 
transmitted disease (STD). History consisted of being raped 
and subsequently having admissions for psychotic depres- 
sion associated with delusional thinking about an STD. At 
admission she had a dysphoric, anxious mood, a moderate 
degree of psychomotor retardation, and paucity of speech. 
Cognitive functioning indicated no gross abnormalities. 
There is one sister who had a single episode of depression 
in the past. Treatment in the past included desipramine, 
perphenazine, or combined amitriptyline/phenelzine, with 
some improvement in mood but little relief from the 
delusion. 

Pimozide (4 mg/daily) was initiated. By the fifth day the 
delusional thinking was less intense and fixed, while her 
affective state remained unchanged. One week later, 
clomipramine (150 mg/daily) was administered concurrently 
with pimozide. The patient's pre-morbid energy level, 
spontaneity of affect, and interpersonal relatedness returned. 
At one-month follow-up Mrs B continued to improve in 
her level of functioning. Household tasks had been resumed 
and sexual experience was described as enjoyable. The loss 
of her would-be grandchild through spontaneous abortion 
and a visit to her country of origin did not result in 
decompensation. 


Case 3 


Mrs C, a 56-year-old married woman, was admitted with 
complaints of panic, not sleeping at night, and feeling 
confused. A toxic confusional state was diagnosed which 
cleared in several days. In the month before admission she 
had been admitted to hospital with an overdose of 
imipramine, lorazepam, and temazepam, and was discharged 
on umipramine and alprazolam because of continued anxiety 
and depressed mood. Past psychiatric history revealed that 
a diagnosis of neurotic depression had been made on each 
of three previous admissions. 

Upon admission Mrs C had a wide range of depressive 
symptoms, anxiety, ideas of reference, strong underlying 
hostility, but no evidence of formal thought disorder. The 
most troubling symptom was insomnia, of which she 
complained bitterly. Observations made in hospital failed 
to provide objective support for this complaint. Treatment 
with amitriptyline was initiated at optimal dosage with no 
relief from her complaints. The patient was therefore 
switched to clomipramine (150 mg daily), after which she 
became more optimistic, less anxious, and endorsed 
improvement in her sleep pattern. 

Two weeks later agitation was noted and while away from 
the ward overnight Mrs C overdosed. On return to the ward, 
she was restarted on clomipramine and two days later 
pimozide was added. The clomipramine was gradually 
increased to 200 mg per day and pimozide to 4 mg per day. 
Two weeks after initiating combined treatment the patient 
reported improved sleep, improvement in energy, and was 
more active on the ward. Over the next few weeks her status 
fluctuated from episodes of inactivity, low energy, and 
withdrawal to periods of increased activity, improved 
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energy, and optimism. After six weeks of treatment she 
continued to report improved energy and voiced no physical 
complaints. She appeared calm, more self-disclosing, and 
had no complaints about sleep. Interpretation of the 
Minnesota Multiphasic Personality Inventory (MMPI; 
Hathaway & McKinley, 1967) suggested good adjustment 
and coping, in an obsessive, worrying individual who was 
not suicidal. 

Current stressors consisted of a concern for the husband's 
health as a result of a diagnosis of malignancy and 
adjustment to change in routine as a consequence of her 
husband's retirement. While the couple have no children, 
they appeared to have an adequate network of friends 
providing social support. 

Significant developmental stressors include an alcoholic 
father who died when the patient was two and a half years 
old. Soon after the mother was admitted to hospital with 
schizophrenia, where she remained for 45 years. A bref 
incestuous relationship occurred early in adolescence with 
the uncle who had assumed custody. 


Case 4 


Mrs D, a 52-year-old recently widowed woman, was 
admitted to hospital subsequent to assaultive and threatening 
behaviour directed primarily at her three sons. Following 
her husband's death the patient became convinced that the 
physician who had treated her husband was in love with 
her. When the physician denied this, the patient began to 
harass him, requiring police involvement. This was followed 
by escalating symptoms of depression, consisting of fatigue, 
insomnia, lack of concentration, crying spells, and feelings 
of hopelessness and helplessness. In the past there had been 
multiple psychiatric admissions for depressive symptoms 
which had been treated with various tricyclic anti- 
depressants, without benefit. 

At admission she had a labile affect ranging from anger 
to sadness, and the delusion that her physician was still in 
love with her. There was no evidence of formal thought 
disorder, no hallucinations, and no active suicidal ideation. 
Concentration and orientation were within normal limits, 
and physical examination was unremarkable. 

Developmental profile included an alcoholic father and 
a mother with a history of paranoid psychotic disorder. She 
described a childhood of emotional neglect and physical 
abuse. In late adolescence she married a man ‘‘she did not 
love" to escape from parental control. During the last days 
with her dying husband the patient described feeling guilty 
about inheriting his assets while harbouring resentment and 
hostility towards him. 

She was started on pimozide (4 mg daily), but developed 
akathisia and Parkinsonian rigidity, necessitating the reduc- 
tion of the dosage to 2mg. After two weeks, she 
demonstrated some degree of detachment from her 
delusional thinking of romantic love, leaving her in a state 
of despondency and rejection. She was started on clomi- 
pramine (75 mg q.h.s.) but developed dizziness, profuse 
sweating, and orthostatic hypotension. A reduction of the 
clomipramine to 50 mg was tolerated well. An improvement 
in her mood and sleep was noted, although at times she 
was highly guarded of her feelings. An MMPI interpretation 
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described a passive/dependent individual with immature 
personality traits. The patient was discharged after six weeks 
on 50 mg of clomipramine and 2 mg of pimozide and was 
to participate in a self-help group for widows. 


Discussion 


We have detailed the profile of four patients 
exhibiting monosymptomatic delusions: delusion of 
poverty (case 1), delusion of contracting a sexually 
transmitted disease (case 2), delusion of insomnia 
(case 3), and primary erotomania (case 4). Despite 
previous therapeutic failures with var:ous classes of 
antidepressants and antipsychotics, they all demons- 
trated marked improvement to a ccmbination of 
clomipramine and pimozide. In all four cases, the 
consolidation of a monosymptomatic delusion 
appeared to herald or precede the development of 
depressive symptoms. This is the reverse of what 
would be expected had these patients suffered from 
a delusional depression. 

Riding & Munro (1975) indicated that two of five 
patients with monosymptomatic delusion endorsed 
depressive episodes. In a review, Munro (1986b) 
found that 8 of 49 patients diagnosed with mono- 
symptomatic delusional psychosis developed 
depressive episodes after the start of pimozide, and 
interpreted the treatment with pimozide as the 
triggering factor ‘unmasking’ the occurrence of post- 
psychotic depression. In our case examples, depressive 
symptoms emerged before the administration of 
pimozide. 

The fact that monosymptomatc delusional 
psychosis or delusional disorder has 5een reported 
to respond both to antidepressants and to neuro- 
leptics has led to considerable confusion about the 
relationship between delusional disorder and affective 
disorder. This may be due, in part, zo inadequate 
attention being paid to the temporal relationship 
between delusion and depression. Thus, in Brotman 
& Jenike's (1984) cases in which they describe benefit 
in terms of improved social functioning from the use 
of antidepressants in two cases of monosymptomatic 
hypochondriasis, it is clear that the delusions 
remained intact. Similarly, Akiskal ef a/ (1983) 
described five cases in which paranoid disorders in 
the absence of a monosymptomatic delusion 
responded to antidepressants and suggest the possibi- 
lity of an affective origin for some forms of paranoid 
disorder. 

Here it is suggested that depressive behaviour 
alienates the social support system which then 
becomes critical of the index. The depressed person 
then interprets this as evidence of intended malevo- 
lence. In instances such as our case studies where 


CHIU ET AL 


delusion appears to precede depression we suggest 
that the depression is a reaction to the delusional 
condition. All four were exposed to intensely stressful 
events (demotion, rape, malignancy in husband, 
death of husband) which preceded the onset of the 
delusional syndrome. All were considered to have 
been careful, meticulous individuals pre-morbidly 
and therefore to have obsessional traits, raising the 
possibility that it is these personality traits that put 
them at some risk, in addition to the inadequacy of 
their supportive relationships. We believe that further 
research should focus on the pre-morbid personality 
as well as the quality of object relationships. 

We can only speculate about the neurochemical 
substrate involved in paranoid disorders. Our atten- 
tion, of course, is drawn to serotonin systems in view 
of the hypothesised relationship between obsessive- 
compulsive disorder and psychosis (Insel & Akiskal, 


1986) and recent studies implicating central seroto- ] 


nergic systems in obsessive-compulsive disorder 
(Zoher ef al, 1988; Cherney ef al, 1988). It is 


conceivable that dysregulation of serotonergic systems 
contributes to obsessional features and perhaps to 
delusional disorder. 


Conclusions 


More observations about the temporal relationship 
between delusional and affective disorders should be 
made. The pragmatic use of a combination of 
pimozide, an energising neuroleptic, and clomi- 
pramine, a serotonin re-uptake blocker, has resulted 
in considerable benefit to these patients. 
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Efficacy of Combined Antidepressant Therapy in Resistant Neurotic Disorder 


PETER TYRER and SIOBHAN MURPHY 


A 35-year-old woman with persistent affective and phobic symptoms responded dramatically 
to a combination of Isocarboxazid and amitriptyline, and this improvement was maintained 
over the next three-and-a-half years. Isocarboxazid was replaced by placebo, using double- 
blind procedure. The change to placebo was accompanied by a marked increase in anxiety 
and depressive symptoms, which resolved when active isocarboxazid was reintroduced. It 
Is suggested that combined antidepressant therapy still has a place In the treatment of resistant 


neurotic disorder. 


Combined antidepressant therapy with monoamine 
oxidase inhibitors (MAOIs) and tricyclic antidepres- 
sants has not acquired respectability in treatment. 
Although in the 1960s combined antidepressant 
therapy was common, involving up to 5% of all 
antidepressant prescriptions, concern over the safety 


of this combination led to recommendations that 
these drugs should not be used together (Shepherd 
et al, 1968). Subsequent reexamination has shown 
that many of the reports of the dangers of combined 
antidepressant therapy were unduly alarmist (Schuckit 
et al, 1971; White & Simpson, 1981), and Pare et al 


116 


(1982) suggest that the combination of amitriptyline 
and a hydrazine MAOI may be safer than the MAOI 
alone, as amitriptyline inhibits the pressor response 
to tyramine. 

Even if the safety of the combination is acknow- 
ledged, there are no published studies that 
demonstrate that combined antidepressant therapy 
is superior to treatment with the same drugs given 
individually. In one study comparing amitriptyline 
and tranylcypromine the combination was of equiva- 
lent efficacy to that of the drugs given individually 
(Razani ef al, 1983), and in another comparing 
trimipramine, phenelzine, and isocarboxazid, the 
group receiving trimipramine alone showed a superior 
response to that of other groups (Yourg et al, 1979). 
However, these studies were not carried out with the 
resistant group of patients for whom combined 
antidepressant therapy is normally given, and for 
whom special benefit has been claimed by those 
practitioners who use the combination frequently 
(Pare, 1985; Shawcross & Tyrer, 1987). It is difficult 
to carry out studies with this population because it 
is a relatively small one, but there is some evidence 
that combined treatment is particularly effective in 
this group (Sethna, 1974). 

We report here a patient who did not respond to 
either MAOIs or tricyclic antidepressants when given 
alone, but who then responded to combined anti- 
depressant therapy with isocarboxazid and amitrip- 
tyline. The efficacy of this combination was 
maintained and subsequently confirmed by with- 
drawal and reintroduction of isocarboxazid, using 
double-blind procedure. 


Case history 


The patient was a 35-year-old married woman with two 
children. Her father was an extremely anxious man who 
suffered from phobias all his life, and had long periods 
away from work because of his fears. The patient was 
anxious and fearful as a child and was treated at a child 
guidance clinic. She became depressed after the birth of 
her first child, was admitted to hospital with a diagnosis 
of depressive illness, and received electroconvulsive therapy 
(ECT). Although she improved, she remained anxious and 
tense, and over the next ten years wa3 continuously 
distressed by anxiety, depressive, phobic and obsessional 
symptoms. The interview schedule for DSM-III (Spitzer 
& Williams, 1983) showed her to satisfy the criteria for 
agoraphobia with panic, obsessive-compulsive, dysthymic 
and generalised anxiety disorders. She did not respond to 
individual psychotherapy, day-patient attendance, behaviour 
therapy from a psychologist, or a range of drug treatments, 
including benzodiazepines, amitriptyline, ncrtriptyline, and 
the MAOI phenelzine. The decision was made to prescribe 
tranquillisers long term because she improved only after 
diazepam was given regularly in a dose of between 25 and 
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30 mg daily. Each of the antidepressants was given for at 
least three months in regular dosage, but each was 
withdrawn before phenelzine was given. 

It was felt that her continued high consumption of 
diazepam was inappropriate, and this was reduced gradually 
to a dose of 7% mg daily, together with amitriptyline 
(100 mg nocte). 
tense, and found it impossible to look after her children. 
Her husband had long periods away from work in order 
to take on household responsibilities. At clinical interview 
the patient was in a state of constant agitation and 
restlessness, alternating between constant worrying and 
attacks of panic; she was reluctant to go out of the house, 
although she admitted that when she was at rest her 
symptoms were so severe that going out of doors or 
shopping had very little effect on their intensity. At this 
time the patient had no significant symptoms of depressive 
illness. 

It was decided that combined antidepressant therapy was 
indicated despite her failure to respond to either phenelzine . 
or amitriptyline individually. Isocarboxazid in a dose of 
20 mg a.m. and 10 mg noon was added to her amitriptyline 
and diazepam 744 mg nocte. Despite initial problems with 
anticholinergic unwanted effects she persisted in taking this 
combination, and after three weeks showed a dramatic 
improvement. She said that for the first time in 15 years 
she had been able to relax, and was back to the good health 
that she enjoyed immediately before her puerperal illness. 

She continued to be seen as an out-patient, and insisted 
on continuing on the same drug dosage, maintaining that 
as it had taken her so long to find some treatment that 
helped her she was not going to abandon it in a hurry. She 
put on nearly 13 kg in weight within six months, but when 
it was suggested that one or other of her antidepressants 
should be withdrawn she went on a reducing diet and 
successfully lost the increased weight. She was able to take 
up a part-time job again, and when her husband became 
redundant she was the main source of income for the 
family. She was able to reduce her diazepam to 5 mg nocte i 
only, but was unhappy about stopping it entirely, although 
she subsequently did so without problems. Attempts to 
reduce her amitriptyline were unsuccessful as she had a 
return of her anxious and phobic symptoms. After three- 
and-a-half years of combined treatment it was felt that the 
combination might be no longer necessary. Because of the 
possible psychological effects of conscious knowledge of 
withdrawing one of the drugs it was felt to be more 
appropriate to replace her isocarboxazid with placebo and 
then to reintroduce it again, using double-blind procedure. 
The patient agreed to this and was assessed at two-week 
intervals for 12 weeks. 


Design and assessments 


A double-blind placebo substituting design was chosen, in 
which placebo medication was substituted for isocarboxazid ` 
for six weeks within a 12-week period of observation. 
During this period the patient took her regular additional 
treatment (amitriptyline 100 mg nocte and diazepam 5 mg 
nocte). The time of placebo substitution was determined 
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by a pharmacist independently and was not known to the 
assessors. Throughout the 12 weeks the patient took two 
tablets of isocarboxazid (10 mg) or placebo each morning. 

Observer ratings of anxiety and depression were made 
with subscales of the Comprehensive Psychopathological 
Rating Scale (CPRS; Asberg et al, 1978), the Montgomery 
and Åsberg Depression Rating Scale (MADRAS; 
Montgomery & Asberg, 1979), and the Brief Scale for 
Anxiety (BAS; Tyrer et al, 1984). Self-ratings of anxiety 
and depression were made with the Hospital Anxiety and 
Depression Scale (HAD; Zigmond & Snaith, 1983). The 
patient agreed at the beginning of the investigation that, 
if there was no relationship between the change to placebo 
medication and her symptoms, her isocarboxazid could be 
withdrawn. 


Results 


The results (Fig. 1) show that there was an increase in both 
anxiety and depressive symptoms, beginning two weeks 
after placebo substitution of isocarboxazid and continuing 

~ for six further weeks. When isocarboxazid was reinstituted 
her symptoms began to improve after four weeks. It was 
concluded that placebo substitution had led to a significant 
increase in symptoms, and that the time scale of both relapse 
and recovery was consistent with the delayed response 
(Tyrer et al, 1980) and relapse (Tyrer, 1982) found with 
hydrazine MAOIs in low dosage. Because of these findings 
it was decided to continue isocarboxazid and amitriptyline 
in the same dosage. 


Discussion 


We believe that this double-blind investigation is the 
first to demonstrate the superiority of combined 
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antidepressant therapy over antidepressants and 
MAOIs given alone, but this conclusion has to be 
qualified since phenelzine, not isocarboxazid, was 
given as the single MAOI. However, isocarboxazid 
and phenelzine are similar hydrazine MAOIs, with 
most evidence supporting greater efficacy of phenel- 
zine (Tyrer, 1982). It is therefore unlikely that 
isocarboxazid alone would have been of therapeutic 
value. What is remarkable about this patient is that 
she had shown virtually no response to any form of 
treatment apart from large doses of benzodiazepines, 
and yet made a dramatic response to a relatively 
small dose of isocarboxazid added to her treatment. 
This improvement was not only maintained in terms 
of symptoms but also led to much improved social 
functioning and apparent personality change. Relapse 
after withdrawal was much greater than we expected, 
since after three and a half years of continuous 
treatment it was felt that combined antidepressants 
were probably no longer necessary. This case 
illustrates that combined antidepressant therapy 
possesses clinical effects that are missing from these 
drugs when given alone, and remains an alternative 
choice for the clinician when treating refractory, 
and apparently permanent, states of anxiety and 
depression. 
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Anxiety and Depression in Mothers of Children with Psychotic Disorders 
and Mental Retardation 


BRITA RYDE-BRANDT 


Using the HAD scale, anxiety and depression were assessed in 18 mothers of mentally retarded 
psychotic children and a comparative group of 18 mothers of children wrth motor handicaps. 
Anxiety and depression scores were significantly higher among the mothers of the psychotic 
children, although no definite signs of depression were recorded. 


Giving birth to and bringing up a child with a mental 
or physical handicap may give rise to shock, denial, 
guilt, sorrow, and helplessness (Olshansky, 1962; 
Valman, 1981). These feelings can persist and may 
be handled in different ways by different persons and 
families (Shapiro, 1983). In families with autistic 
children, the level of stress may be high and especially 


pronounced in those with older children (Holroyd 
et al, 1975). Marcus (1977) reported from clinical 
experience that constant fear, anxiety, worry, and 
apprehension are typical findings in parents of autistic 
children. Similar reactions of stress and sorrow have 
been described in families with motor-handicapped 
children (Bullock, 1981). 


MOTHERS OF MENTALLY HANDICAPPED CHILDREN 


It has been suggested that a majority of mothers 
of children with autism suffer from depression, 
although they rarely seek medical help (O'Moore, 
1978). 

DeMeyer (1979) found that in families with autistic 
children the mothers were most profoundly affected, 
and about one-third of them were judged to have 
depressive symptoms. According to these studies 
feelings of anxiety and depression may be common 
among mothers of children with childhood psychosis 
or autism. 

In the present study mood disorders were recorded 
in a group of mothers of psychotic children using 
a self-assessment scale, the Hospital Anxiety and 
Depression (HAD) scale (Zigmond & Snaith, 1983). 
In order to evaluate the impact of the results a 
comparative group of mothers of children with 
motor handicaps was also studied. 


Method 


Participants 


The study sample comprised 18 mothers of children with 
early childhood psychosis. The children were diagnosed by 
experienced child psychiatrists and psychologists, and were 
suffering from infantile autism or had other pervasive 
childhood psychoses. All were in special education because 
of their mental retardation, and received educational 
support from trained teachers in small classes at the time 
of the study. There was also a control group of 18 mothers 
of children with more or less severe motor handicaps (spastic 
diplegia, or hemiplegia, ataxia). None of the children had 
progressive nervous or muscular disease and none was 
mentally handicapped. They were all in ordinary schools. 

All mothers had custody of the children and lived with 
them. The mothers of psychotic children were aged 35-59 
(median 41.5) and the mothers of motor handicapped 
children 25-57 (median 40.5) years. In both groups the 
number of married, single or cohabiting mothers were 14, 
3 and 1 respectively. Eleven mothers of psychotic children 
were employed, 2 were studying, and 5 were housewives. 
The corresponding numbers for mothers of children with 
motor handicaps were 16, 0, and 2 respectively. The age 
and sex distributions among the disabled children are shown 
in Table I. 
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In order to study a reasonable number of mothers of 
psychotic children, an attempt was made to include all 
mothers of such children in the county council area. The 
mothers of motor-disabled children were selected from a 
cohort of children with motor handicaps aged 6-20 years 
registered with the county council. Mothers of 
approximately the same age as the mothers of psychotic 
children were asked to participate. 

For all children the mental or motor disorders had been 
diagnosed in their pre-school years. All received support 
from habilitation centres and the county council as 
described elsewhere (Ryde-Brandt, 1988). 


Questionnaire 


The Hospital Anxiety and Depression (HAD) scale 
(Zigmond & Snaith, 1983), constructed for use in clinical 
practice, was used. Seven questions in HAD deal with 
anxiety and seven with depression; the answers to every 
question are scored on a scale of 0-3. Scores higher than 
10 are considered to indicate morbidity, a score of 8-10 
points is interpreted as a borderline case, and scores below 
8 indicate the absence of significant morbidity. 
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Fio. 1 HAD scores of anxiety and depression for 18 mothers of 


children with childhood psychosis (6) and 18 mothers of children 
with motor handicaps (O). Symbols between vertical dotted lines 
indicate borderline scores. 


TABLE I 
Age and sex distribution of the disabled children 





Childhood psychosis Motor handicap 
Age (years) Total Female Male Total Female Male 
6-10 3 0 3 6 2 4 
11-15 7 3 4 4 1 3 
16-20 8 3 5 8 3 5 
Total 18 6 12 18 6 12 
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Results 


The scores on the anxiety scale of the HAD test are shown 
in Fig. 1. The median score for mothzrs of psychotic 
children was 8.5 and for mothers of children with motor 
handicaps 6. The difference is significant (P=0.02, 
Wilcoxon test, two-tailed). Scores indicating morbidity of 
anxiety (> 10) were recorded for six mothers of psychotic 
children and one mother of a motor-handicapped child. The 
number of mothers with borderline scores was four and 
two respectively. Low scores indicating absence of signi- 
ficant anxiety were recorded for eight mothers of psychotic 
children and 15 mothers of motor-handicapped children. 
This distribution in the morbid, borderline or normal ranges 
differs between the mothers of psychotic children and the 
mothers of children with motor hancicaps (x?— 6.37, 
d.f. 22, P« 0.05). 

The median score on the HAD depression scale was six 
for mothers of psychotic children and two for mothers of 
motor-handicapped children (Fig. 1). The difference is 
significant (P « 0.05). No scores in the morbid range were 
recorded in either group of mothers. Borderline scores were 
observed in seven of the mothers of psychotic children and 
in only one of the mothers of motor handicapped children. 
The difference is significant (3? — 4.02, d.f.— 1, P« 0.05). 

There were no significant correlations between anxiety 
scores for the mothers and the ages of the children with 
psychosis (r— 0.06) or motor handicaps (r — 0.11). Nor was 
there any significant correlation between the anxiety scores 
for the mothers and their ages (r— —0.37 and —0.36 
respectively). Similarly the depression scores were not 
correlated with the age of children or the age of mothers. 


Discusslon 


The HAD scale was designed for use in the setting 
of physical illness (Zigmond & Snaith, 1983) and has 
proven useful for this purpose (Channer et al, 1985; 
Aylard et al, 1987; El-Rufaie et al, 1988). The present 
results indicate that the scale may also give important 
information on mood disorders in non-clinical 
settings. Thus subscale scores differed markedly 
between women selected according to the type of 
handicap of their children. The most striking result 
of the investigation was that one-third of the mothers 
of psychotic children had anxiety scores indicating 
morbidity. 

The HAD scale did not indicate significant 
depression in any of the mothers. However, scores 
were significantly higher for mothers of psychotic 
children than for mothers of motor-handicapped 
children. Thus, in addition to experiences of anxiety, 
depressive feelings seem to be more common in 
mothers of psychotic children. 

There were no appreciable differences in age, civil 
status, or employment conditions between the 
mothers of psychotic children and mothers of motor- 
handicapped children. It is therefore reasonable to 


RYDE-BRANDT 


assume that the presence of a child with a psychosis 
is an important reason for the high anxiety and 
depression scores. A physically handicapped child 
may less often evoke feelings of anxiety or depression 
in their mothers. It is also possible that the mothers 
of the psychotic children are more anxious because 
of a shared constitutional vulnerability manifesting 
in a more serious form in the offspring. 

Reactions of stress and sorrow have been described 
in families with motor-handicapped children 
(Bullock, 1981). The present results suggest that 
feelings of anxiety and depression may be relatively 
uncommon among mothers of mentally healthy 
children with motor disabilities. 

There was no correlation between the anxiety or 
depression scores and the ages of the psychotic children 
or their mothers. It thus appears that symptoms of 
anxiety and feelings of depression should be antici- 
pated in mothers of psychotic children irrespective 
of the age of the women or their children. : 

The mothers examined in the present study had 
children with various diagnoses. It is quite possible 
that some types of psychotic behaviour may provoke 
more anxiety in the mothers than others. Childhood 
psychosis is uncommon and it is therefore difficult 
to analyse the impact of various subgroups of 
diagnoses on the feelings of the mothers. The 
numbers used in the present study are obviously too 
small to permit such an analysis. However, the 
children had in common a diagnosis of psychosis and 
all were considered mentally retarded. The results 
therefore indicate that such a combination of 
handicaps in children is often associated with 
significant anxiety among their mothers. This 
interpretation of the data is in line with results of 
previous studies. Thus, anxiety and depression were 
not found to be common reactions among mothers 
of children with Down's syndrome (Ryde-Brandt, 
1988), and Holroyd & McArthur (1976) reported 
emotional problems to be more common among 
mothers of autistic children than among mothers of 
children with Down's syndrome. 

The results of the present study offer a suggestion 
for further investigations of mood disorders among 
mothers of handicapped children. Clearly other 
methods besides the self-assessment scale used here 
should be introduced in such an inquiry. If it is 
confirmed that high levels of anxiety and feelings of 
depression are common among mothers of psychotic 
children the situation calls for attention and 
intervention. - 
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Neonaticide and Hysterical Denial of Pregnancy 


C. M. GREEN and S. V. MANOHAR 


A case illustrating the association between neonaticide and denial of pregnancy is reported. 
Neonaticide may be a relatively common form of homicide. In some cases irt could be 
preventable, providing the physician responsible for antenatal care is alert. 


Neonaticide, the killing of a baby within 24 hours 
of its birth, has received very little attention in 
psychiatric literature. This neglect is surprising 
because there is evidence to suggest that neonaticide 
may be a relatively common form of homicide. 
Gibson (1975) stated that one-quarter of all victims 
of homicide in England and Wales were children 
aged under 16 years, and 80% of them are killed by 
their parents; thus 20% of all homicides are by 
parents of their children under 16. Unfortunately, 
no distinction is made in these figures between 
neonaticide and filicide (children of any age killed 
by their parents). D'Orban (1979) states that children 
under one year are at much greater risk than any 
other age group. Brozovsky & Falit (1971), using US 


statistics, stated that in 1967, 45.6% of children 
murdered during the first year of life were killed in 
the first 24 hours. Obviously estimates of neonaticide 
deal only with known cases. It is virtually certain that 
neonaticide is under-represented in official figures 
(Resnick, 1970). Where both the pregnancy and the 
dead newborn baby have been successfully concealed, 
the victim has never been known to exist. Never- 
theless, the finding of bodies of dead newborn 
infants in metropolitan areas has been common from 
historical times to the present day (Adelson, 1959; 
Langer, 1974). 

Neonaticide was identified as being clinically 
different from other forms of child murder by 
parents by Resnick (1970): the crime is usually 
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committed by young unmarried women, free of 
any psychotic mental illness, the motivation being 
that the child is unwanted; illegitimacy is a 
frequently associated factor. Denial of pregnancy 
is a common accompaniment, and following the 
homicide the infant's body is often hidden. Two 
main subgroups of mothers are identified. The 
most numerous group consists of sexually and 
emotionally immature women, under strong social 
or parental pressure against an illegitimate child, 
who make no premeditated plans to kill the infant 
but panic following birth. The second group consists 
of strong-minded women who plaa the death of 
the baby before it is born, with little moral concern 
for their actions. Confirming Resnick's (1970) 
findings, other authorities (d'Orban, 1979; Wilkie 
et al, 1982) have examined smaller populations in 
neonaticide within the context of other forms of child 
murder. 

Resnick's (1970) paper was based on a world 
review of the literature from 1751 to 1968, encom- 
passing 13 languages, from a wide vaciety of sources. 
Thirty-seven cases of neonaticide were collected, 
which were compared to 138 cases of filicide. He 
provided, however, only one case study, in which 
neonaticide remained undiscovered until confessed 
20 years later by the mother at the time a depressive 
psychosis centred on feelings of guilt over her 
murdered child. Since 1970 there have been few other 
case reports in psychiatric literature. The few case 
studies available (Brozovsky & Falit, 1971; Arboleda- 
Florez, 1976; Finnigan et al, 1982) do provide 
confirmation for Resnick's pathognomic charac- 
teristics of neonaticide. 


Case report 


Miss J, a 23-year-old single woman, gave »irth to a 36-week 
gestation infant, while alone, in the bathroom of her 
apartment. The infant was born into the lavatory bowl, 
where it subsequently drowned. The mo:her, in a state of 
physical and mental shock, and her dead baby were 
discovered later the same day by her boyiriend. Following 
police investigations a charge of second-degree murder was 
laid, later reduced to infanticide. The patient was admitted 
to a psychiatric hospital. 

The patient was the only daughter in a family of five 
brothers. Her family belonged to a strict protestant group 
who live in socially isolated communities in North America; 
they follow a traditional way of life and avoid contemporary 
ways of living, which they regard as sinful. Her father, a 
man much committed to his religious ideas, was described 
by the patient as being of violent temperament. Discipline 
throughout her childhood was extremely harsh and she was 
subjected to severe beatings for minor misdemeanors. Her 
mother appears to have played a passive role to the father's 
strict disciplinarian attitudes. 
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At the age of 18 years, following a beating from her 
father, Miss J left home and took up residence in the nearest 
city. Here she established a common-law relationship with 
a boy of similar age, which continued until the birth of the 
child. At this time she was employed as a secretary. 

The patient had no history of psychiatric disorder. Her 
medical history was unremarkable, apart from a possible 
miscarriage three years earlier, for which she had attended 
her general practitioner. 

Upon admission to hospital, Miss J presented as shy, 
quiet, rather immature, and of average intelligence. She 
displayed some mixed symptoms of anxiety and depression, 
reactive to her situation. There was no suggestion of 
psychosis. She maintained that she had had no idea that 
she was pregnant and had not realized that she was in labour 
unti] the baby appeared. She denied any intent to kill the 
child, but stated that she collapsed shortly after its birth 
and was unable to do anything. Investigations, however, 
had revealed that the patient had attended her family 
practitioner some five months earlier complaining of general 
malaise. A pregnancy test had been conducted at this time, 
and her family practitioner had advised her that she was 
pregnant. Three days later an ultrasound examination was 
conducted which confirmed the pregnancy. The patient did 
not attend her family practitioner again. She stated that 
although she recalled visiting her family practitioner on the 
day ın question she had no memory of being told that she 
was pregnant. She also claimed to have no memory of her 
subsequent visit to the hospital for an ultrasound scan. 
Statements from her colleagues at work as well as her 
common-law boyfriend indicated that she had been asked 
on a number of occasions if she was pregnant, but she had 
denied that she was. 

For the first two weeks in hospital the patient maintained 
her denial of any memory of being diagnosed as pregnant. 
Then in one psychiatric interview she recounted that upon 
awakening that morning she had had a vivid recollection 
of a childhood memory. The memory consisted of her being 
visited at home, while her parents were out, by an uncle 
who was prone to alcohol and was drunk at the time of 
the visit. Following the visit she knocked a cream churn 
off the kitchen table, spilling the cream. When her father 
returned home he noticed the mishap and blamed the 
incident on the drunken uncle’s visit. The patient, afraid 
of the repercussions, if she were to admit her own guilt, 
falsely confirmed that the uncle was responsible. This 
memory was followed by recall of her visit to her family 
practitioner at the time of the diagnosis of her pregnancy. 
She recalled leaving the doctor’s office and walking to the 
laboratory for the pregnancy test in a state of extreme fear 
and anxiety. In particular she remembered a disdainful 
attitude on behalf of the female laboratory technician and 
thinking to herself that if someone she did not know had 
this attitude to her pregnancy, how much worse would be 
the response of her family. She then remembered again 
sitting in her doctor’s office and being told of the positive 
result, but leaving the clinic in a ‘bewildered haze’. Her 
memory of her subsequent visit to hospital for the 
ultrasound scan was limited to a recall of the instrument 
being placed on her stomach and the chatter of the 
technicians in the background. 


NEONATICIDE AND DENIAL OF PREGNANCY 


Therapy was essentially psychotherapeutic. The dynamics 
of the case appeared clear. From her religious cultural 
background to be pregnant out of wedlock was considered 
a very wicked sin. To have obtained an abortion would have 
been considered even worse. Although the patient had left 
home in an attempt to set up an independent lifestyle, it 
was clear that her parents’ attitudes continued to have a 
marked hold over her. Before the birth of the baby she had 
never been able to inform her parents that she was living 
ın a common-law relationship. Her father had visited her 
apartment on a number of occasions to inquire as to her 
welfare. At such times she would hide herself in the back 
room and leave her boyfriend to tell her father that she was 
not living there. Therapy was directed at encouraging the 
patient to develop her own identity and value systems, and 
to have the courage to face up directly to her family in 
maintaining these. This she managed to do with a moderate 
degree of success. 

A plea of guilty was entered to the charge against her 
and the court, which felt sympathetic to her predicament, 
dispensed a probation order with condition of psychiatric 

"treatment. Miss J is now discharged from psychiatric care 
and reports indicate that she has managed to develop an 
independent lifestyle, separate from her family and cultural 
background. 


Discussion 


The case illustrates many of the characteristics of 
neonaticide, the patient being an immature, uncertain 
girl, giving birth to an illegitimate child and 
responding to strong parental influences. The manner 
of the infant's birth and death, by drowning in the 
lavatory bowl, is also a common feature of neonati- 
cide (Resnick, 1970). Although it is common for 
neonaticide to be associated with some degree of 
denial during pregnancy, the gross hysterical denial 
present in this case has not previously been described. 
The authors acknowledge that the line between 
conscious and unconscious denial is not a fixed one, 
and that the diagnosis of hysteria in this case is a 
theoretical postulate. However, the patient's initial 
denial of any memories of her pregnancy diagnosis 
and her subsequent method of recall, which was 
linked to a childhood memory of another deception, 
upon her parents, does, in the authors' opinion, 
support an hysterical aetiology. 

The main interest of the case is that there was a 
medical diagnosis of pregnancy. In the very few 


123 


clinical case histories of neonaticide available, 
medical confirmation of pregnancy is absent. The 
case illustrates the importance of physicians diag- 
nosing pregnancy in unmarried mothers ensuring that 
there is proper exploration of the impact of preg- 
nancy on the mother's psychosocial status. In 
particular there must be alertness to potential danger 
to the child, in those cases where the mother absents 
herself from antenatal care. In this case the tragedy 
might have been averted if psychiatric referral and 
psychotherapeutic intervention had occurred during 
the pregnancy, not after the baby's death. 

Increased awareness of the issue by physicians 
diagnosing pregnancy and providing antenatal care 
could potentially avert similar tragedies. To date, the 
meagre literature on the subject has concentrated on 
the clinical characteristics of the phenomenon and 
has paid scant attention to the question of its 
preventability. 
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Positive Diagnosis of Self-medication with Homatropine Eye Drops 


ANTHONY N. WARRENS, MARIA A. RON and SHEILA DAWLING 


A 25-year-old man with a variety of unusual ocular symptoms was fully investigated and no 
abnormality discovered. The suspicion of self-medication with a mydriatic was confirmed when 
homatropine was isolated in his tears. We describe a method for collecting tears which allowed 


biochemical confirmation at leisure. 


Confirming a suspicion of covert self-medication can 
be extremely difficult. However, it is of considerable 
value, both in avoiding expensive, and possibly 
hazardous, investigation of symptoms, and also in 
focusing attention on the true psychorathology. We 
report a patient who had extensive investigation of 
ocular symptoms before it was proven that he was 
instilling homatropine into his eyes. A search of the 
literature failed to find any similar report of self 
abuse with eye drops, but we suspect this may be due 
to non-reporting. However, the purpose of this paper 
is to highlight a method for objective confirmation 
of a clinical suspicion. 


Case report 


A 25-year-old man presented with a history of intermittent 
burning and reddening of both eyes, blurring of vision, photo- 
phobia, and diplopia. These symptoms rar. a relapsing and 
remitting course over three and a half years during which he 
never returned to normal. He also reported intermittent 
episodes of pupillary dilatation, confirmzd by his wife. 

For one year preceding admission, he had been 
complaining of episodes lasting several minutes during 
which he would be unable to move but was able to speak 
and breath normally. There was no impairment of 
consciousness, visual abnormality, or sphincter disturbance. 
During this period he reported increasing difficulty in 
walking due to instability. 

The patient had had a strabismus corrected in 1968. He 
smoked 15 cigarettes per day. The only medication he 
admitted to was Maxitrol eye drops (a mixture of 
dexamethasone 0.1%, hypromellose 0.5%, neomycin 
0.35%, and polymyxin B 6000 U/ml). He had been so 
incapacitated by these symptoms that he had worked only 
intermittently, and now felt himself unable to look after 
his two children while his wife was at work. 

On examination, on several occasions, visual acuity was 
found to vary considerably, the pupils reacted normally, 
and the fundi were unremarkable. The patient always wore 
dark glasses. His right ankle jerk was absent. He walked 
with a stick which he held in either hand and hardly used. 
Although he appeared to lack confidence in his balance, 
he displayed no other abnormality of gait. The extent of 
his disability was thought to be incompatible with the 


paucity of neurological signs. Examination was otherwise 
unremarkable. 

During his first admission, to a neurological ward, there 
were no demonstrable ocular signs, and the clinical 
impression gained was of a predominantly non-organic 
problem. However, he was investigated fully as underlying 
organic pathology, particularly multiple sclerosis, could not 
be excluded with confidence. His visually evoked responses 
were of slightly low amplitude in the left temporal field. 
Magnetic resonance imaging revealed no abnormality. 

During his latest admission, to a psychiatric ward, he 
called the medical staff because he felt his pupils had 
become dilated. They were 9 mm in diameter and totally 
unresponsive to light. A strip of filter paper, as used in 
Schirmer’s test, was placed in the inferior conjunctival 
fornix of each eye for 10 minutes, approximately one hour 
after the patient first reported the problem. Then pilo- 
carpine 1% was instilled into each eye. This produced no 
constriction. The filter papers and a urine sample taken 
simultaneously were saved for toxicological investigation. 

The urine was subjected to thin-layer chromatography 
(TLC) as described by Ward et al (1986). The filter papers 
were eluted with 0.5 ml methanol. A 0.1 ml aliquot was used 
for TLC and the remainder evaporated to dryness. A 0.5 ml 
aliquot of urine and the dried residue from the filter papers 
were each investigated by capillary gas chromatography 
against an homologous series of straight-chain hydro- 
carbons used as internal standards (in butylacetate), 
thus allowing identification by Kovats indices (Kovats, 
1958). 

The TLC was negative for a wide range of compounds. 
Gas chromatography showed nicotine in both urine and tear 
extracts. The closest match from a list of 600 compounds 
to 8 second peak in the tear extract was homatropine, at 
approximately five times the detection limit. This was found 
to be coincident when compared with an injection of the 
authentic compound. The presence of atropine, cyclo- 
pentolate, and tropicamide were excluded. No homatropine 
was detected in the urine, implying that there was no 
significant systemic absorption of the drug. 

Confronted with this evidence, the patient admitted to 
self-medication with homatropine drops obtained many 


years previously. He agreed to participate in a programme ` 


of behavioural therapy targeted at improving his walking 
and increasing his range of activity. Within a week he had 
abandoned his stick and seemed to have regained confidence 
in his walking. An out-patient regime of behavioural 
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POSITIVE DIAGNOSIS OF SELF-MEDICATION WITH HOMATROPINE EYE DROPS 


therapy was planned but he defaulted on further sessions 
after only one out-patient appointment. 
His wife had known nothing of his self-medication. 


Discussion 


Deliberate self-poisoning with drugs is extremely 
common. Usually, there is no attempt to deceive the 
doctor. When the patient is attempting to deceive, 
he/she usually simulates clinical features, such as 
tenderness, which are subjective and therefore 
difficult to confirm. In this case, the patient 
presented with a sign the cause of which was 
objectively verifiable; it was the bizarre nature of that 
sign which alerted suspicion. Attempts to discover 
the motives for his behaviour led us to believe that 
he had high dependency needs. The physical disability 
had resulted in his being relieved of his responsibi- 
lities and in receiving considerable attention from his 
' wife and others. Using the DSM-III-R criteria 
(American Psychiatric Association, 1987), he could 
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be defined as suffering from a factitious disorder 
with physical symptoms. 

This case demonstrates the value of making a 
positive diagnosis of self-medication, particularly in 
a clinical setting in which the exclusion of organic 
disease is very difficult. It also demonstrates that 
there is a role for the toxicological assessment of 
tears, even as long as one hour after the instillation 
of eye drops. 
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Genital Self-mutilation: Attempted Foreskin Reconstruction 


GARRY WALTER and JEFFREY STREIMER 


A non-psychotic adult attempted surgically to reconstruct a foreskin for himself. The patient's 
membership of an organisation which lobbies against circumcision was contributory. 


Circumcision has been viewed in the analytic literature 
as a symbolic form of castration (Freud, 1913) and 
also, opposingly, as an affirmation of masculinity 
(Nunberg, 1947). The proponents of either view could 
not have wished for more fertile ground on which to 
argue the salience of these constructs. 


Case report 


A 33-year-old circumcised boat-repairer presented to an 
emergency department after unsuccessfully attempting to 
refashion a foreskin for himself. He had allegedly acquired 
surgical equipment from an undisclosed ‘doctor friend’, The 
patient had become familiar with a staged reconstructive 


126 





Fic. 1. The patient's genitalia after his own attempt at reconstruc- 
live surgery to restore his foreskin. 


procedure through reading surgical texts and his membership 
of an organisation which lobbies against circumcision. The 
patient had discontinued the first stage of the procedure 
when he was unable to control local bleediag. By then he 
had, in turn, 'ring-barked' the base of his penis, dragged 
forward the scrotal skin, and sutured this skin over his penis 
(Fig. 1). The surgery had been carried out in a clear 
sensorium. The patient denied using anaesthetics, analgesics, 
or psychoactive compounds. There were no psychotic 
features and the patient derived no erotic gratification from 
the procedure. 

The patient had been circumcised in infancy. He had been 
pre-occupied with his absent foreskin from the age of ten 
when he first learned about normal male anatomy at school. 
He had subsequently felt deformed and 'incomplete'. Since 
his early 20s the patient had consulted a number of plastic 
surgeons to have a foreskin refashioned but was allegedly 
rejected by them. In his late 20s the patient had joined an 
American organisation which campaigns against circum- 
cision. He had received from them a variety of brochures 
detailing surgical and non-surgical reconstructive techniques. 
The patient had tried a non-invasive, stretching method to 
restore his foreskin, but this had not proved successful. 

There had been one previous dysmorphophobic symptom 
which related to an asymptomatic congenital hernia of the 
left leg. Although the defect was trivial, the outcome of 
elective repair at age 23 was catastrophic. Tke development 
of post-operative infection necessitated extensive grafts of 
skin, tendon, and nerve tissue. The patient was admitted 
for many months and had a residual foot drop. 

There was no previous formal psychiatric history. One 
of the patient's brothers was thought to have had anorexia 
nervosa, for which he had received no treatment. There was 
no other family history of major psychiatric illness. 

The patient recounted an emotionally deprived child- 
hood. He was the eldest of three brothers. The patient's 
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father, a museum curator, was remembered as punitive and 
distant. The patient's mother was more available but was 
perceived as devaluing and affectionless. She had been pre- 
occupied with trying to adopt a daughter throughout the 
patient's childhood and adolescence. She openly expressed 
her disappointment in having had sons and frequently 
criticised them. They were chided, for instance, for not 
having girlfriends when they first developed pubic hair. The 
patient described several, brief heterosexual relationships 
from the age of 15 to 23. Some of these had been 
consumated. The patient would terminate these relation- 
ships when he began to feel 'smothered', and had avoided 
them altogether since his leg surgery, channelling all his 
energies into rehabilitation. The patient considered that his 
core gender identity, gender role behaviour, and sexual 
orientation were male heterosexual. He denied deviant 
sexual activity or fantasy. 

The patient described pre-morbid obsessional and narcis- 
sistic traits. He was hypochondriacal in his pursuit of health 
and bodily perfection. He regularly attended a gymnasium 
and was fastidious in his diet. 

On admission he was a handsome, small-framed man 
who walked with a slight limp. He was remarkably calm 
and composed, and not at all distressed. There was no 
formal thought disorder. The patient spoke eloquentlv. The 
themes of his speech concerned his parents violating his 
rights by having him circumcised and his wanting to feel 
*complete'. On invitation, he generalised these views to the 
regrettable practice of routine circumcision in infancy. 
There were no delusions, no hallucinations, and no passivity 
phenomena. The patient was orientated in time, place, 
and person. Clinical cognitive testing revealed no other 
abnormality. 

No further physical or psychological investigations 
were performed. The patient's self-inflicted wound was 
repaired shortly after admission and he was discharged after 
four days. As arranged, he presented for review on two 
further occasions over the next month. His mental state 
was unchanged. He remained keen to have a foreskin 
reconstructed. 


Discussion 


The nature and dramatic culmination of the patient's 
dysmorphophobic symptoms may be understood in 
terms of a childhood during which he was demora- 
lised, emasculated, and deprived of recognition. This 
experience resulted in a damaged self-image and 
fragile personality structure, characterised by a pre- 
occupation with health and physical appearance. The 
patient's decisions to correct perceived deformity 
may be interpreted as endeavours to repair his 
damaged self-image and restore his self-worth. 
The literature suggests that many patients with 
dysmorphophobia do not have a major psychiatric 
illness (Birtchnell, 1988). These individuals are often 
found to be sensitive and/or insecure (Hay, 1970), 
and to possess schizoid, narcissistic, and obsessional 
traits (Thomas, 1984), without attracting the diagnosis 
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of personality disorder. The patient in this report 
demonstrated all of these characteristics. However, 
the case is unusual from the following perspectives. 

Two groups of circumcised males who seek 
surgical reconstruction of their foreskins have been 
previously identified. The first group consists of Jews 
who have wished to disguise their identities during 
times of political crisis (e.g. Levin, 1976). The second 
group comprises homosexuals who associate their 
circumcised status with a sense of incompleteness, 
unwanted masculinity, and anger over having no 
choice in their circumcision (Mohl ef al, 1981). Our 
patient was neither Jewish nor apparently homo- 
sexual. Moreover, he not only sought foreskin 
restoration but planned and proceeded to attempt 
the surgery himself. 

The case is also unusual because most genital self- 
mutilation is associated with psychosis (Greilsheimer 
& Groves, 1979). The authors recognise that some 

` patients with dysmorphophobia who are not psychotic 
on first presentation may become psychotic subse- 
quently (Hay, 1983). Nevertheless, several reports of 
non-psychotic genital self-mutilation have been docu- 
mented in the literature. There have been accounts 
(e.g. Haberman & Michael, 1979) of non-psychotic 
transsexuals who have castrated themselves, descrip- 
tions of genital self-mutilation as part of tribal ritual 
(Cawte et al, 1966) and, more recently, reports of 
individuals who mutilate their genitals for erotic 
purposes (e.g. Wan et al, 1985). There have also been 
other accounts (Thompson & Abraham, 1983) of 
non-psychotic genital self-mutilation which do not 
fit into any of these categories. The present case and 
the above examples suggest that non-psychotic 
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genital self-mutilation, while uncommon, may not 
be as rare as is generally stated. 
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Tardive dyskinesia and lithium 

Sir: Dinan & Kohen (Journal, July 1989, 155, 55-57) 
quote Kane et al (1980) as suggesting "that patients 
with affective illness are at greater risk of developing 
tardive dyskinesia than are patients with schizo- 
phrenia". Since then Wegner et al (1985) have com- 
pared schizophrenics with tardive dyskmesia (TD) 
and those without TD and found that the TD cases 
had a family history loading for affective disorders in 
first-degree relatives. 

Drs Dinan & Kohen used DSM-III criteria in their 
study. The use of various criteria in different studies 
and the difficulties associated with reachirg a consen- 
sus definition in the problematic area of ‘overlap’ 
(schizoaffective) between schizophrenia and affective 
disorders (Brockington & Leff, 1979), together with 
Drs Dinan & Kohen's finding of an excess of hospital 
admissions in their patients, suggest the probability 
of complex lesions of brain tissue which given 
time and severity will lead to TD. However, the 
simplistic belief that neuroleptics or hthium are 
sufficient causes of TD persists among clinical psy- 
chiatrists. This has both theoretical and medico-legal 
importance. 


JANE FALVEY 
Child and Family Centre 
Castleknock 
Dublin 
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Sm: Dinan & Kohen (Journal, July 1989, 155, 55-57) 
present evidence suggesting that the duration of 
lithium therapy may be a risk factor for tardive 
dyskinesia. 

It would be interesting to know whether their 
patients were maintained on lithium alone, or 
whether neuroleptics were administered concur- 
rently. If the tardive dyskinetic effect of the lithium 
treatment was observed in patients receiving no con- 
current neuroleptics, then these authors’ doubts , 
about the recommendation (Gardos & Casey, 1984) 
to maintain bipolar patients on lithium rather 
than on neuroleptics are indeed well founded. Other- 
wise, the report has no bearing on that recommen- 
dation, since an interaction between lithium and 
neuroleptics can explain their observation. 

The addition of lithium to haloperidol dosing regi- 
men increases the levels of haloperidol in the red 
blood cells and the plasma of humans (Nemes et al, 
1986) as well as in the brain and plasma of guinea 
pigs (Nemes et al, 1987). These effects of lithium 
may underlie the reported relationship between the 
duration of lithium treatment and risk for tardive 
dyskinesia. 

JAN VOLAVKA 
Nathan S. Kline Institute, 
Orangeburg, NY 10962 
USA 
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Sir: Dinan & Kohen (Journal, July 1989, 155, 55-57) 
reported a study on tardive dyskinesia in bipolar , 
affective disorder, and suggested that lithium ex- 
posure is one variable leading to TD. The obser- 
vation was made after matching the patients with and 
without TD in terms of length of iliness and duration 


128 


CORRESPONDENCE 


of neuroleptic treatment. Examination of the sub- 
jects shows that actually, those with TD have two- 
fold more psychiatric admissions compared with 
those without TD; thus they are probably the more 
severely ill group of patients. It is to be expected that 
they might have received higher neuroleptic dosage 
during hospital stays, and so the cumulative neuro- 
leptic dosage might have been higher in the group 
with TD. The lower current neuroleptic dosage in the 
group with TD compared with those without TD 
may reflect the attending doctors' attempts to reduce 
dosage of neuroleptics after onset of TD, rather than 
these patients requiring lower maintenance dose of 
neuroleptics. To establish tbat lithium exposure is 
really a risk factor for the development of TD, the 
cumulative neuroleptic dosage should be matched 
for the two groups of patients. 

HELEN CHIU 
Department of Psychiatry 
Chinese University 
Prince of Wales Hospital 
Shatin, Hong Kong 


Sr: Dr Falvey is clearly correct in pointing out the 
multivariate aetiology of TD. The disease process, 
ageing and psychotropic medication probably all 
interact to produce the disorder. Our study, in 
attempting to elucidate the role of lithium in the 
development of TD in bipolar affective disorder, is 
in no way suggesting a univariate iatrogenic model 
for TD. The literature to date does not support 
such a model, and such thinking has considerable 
medico-legal significance. 

It is possible, as Dr Chiu argues, that the lower 
current neuroleptic dosage in the group with TD may 
bean attempt by the clinician to reduce the dosage of 
neuroleptics after the onset of TD. A review of the 
patient records in general does not support such a 
view. In the majority of patients, the presence of even 
moderately severe orofacial dyskinesia was not noted 
by the attending clinician. 

The fact that all patients fulfilled Schooler & Kane 
research diagnostic criteria for TD meant that each 
had at least 2 months' neuroleptic exposure. We 
agree with Dr Volavka that a study of patients 
treated with lithium but having no previous neuro- 
leptic exposure would be useful. Such patients are, 
however, few and far between. 

TrworHy G. DINAN 
Dora KOHEN 
St James's Hospital 
James's Street 
P.O. Box 580 
Dublin 8 
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The opiate prescribing debate 


Sir: Your readers will have been mislead by a recent 
letter from Dr John Marks (Journal, October 1989, 
155, 566) in which he suggests that making opiate 
drugs more available reduces the problems associ- 
ated with drugs. Dr Marks cites two references and 
suggests that these support his assertion. 

Unfortunately these references are not to clinical 
trials or studies, but correspondence in which he 
restates his well-known views. The relationship 
between prescribing policies and the behaviour of 
drug users is far from understood The notion that 
more liberal prescribing policies will reduce the crime 
rate remains an important hypothesis which requires 
testing. 

ANDREW JOHNS 

St George’s Hospital Medical School 
Department of Psychiatry 
Cranmer Terrace 
London SW17 0RE 


The evaluation of mental health care systems 


Str: Hafner & an der Heiden (Journal, July 1989, 155, 
12-17) discuss the evaluation of mental health 
care systems. They leave a number of questions 
unanswered and, indeed, unasked. 

The question is set as to whether out-patient care 
affected either the length of time spent in the com- 
munity or the length of time during readmission to 
hospital. There is inadequate description of the 
nature of this care, and no real mention of the 
alternatives, this despite the earlier plea that ‘“‘inter- 
ventions subject to evaluation must be described 
precisely". 

It is debatable whether the two effectiveness cri- 
teria cited constitute a valid therapeutic outcome 
when used in such an unqualified way: perhaps the 
reasons for readmission would shed some light on 
how out-patient care is provided so cheaply in this 
case? Similarly, Fig. 2 ofthe paper raises the question 
as to why patients with the highest chance of 
readmission had the lowest frequency of out-patient 
contact: surely it is wrong to conclude that frequency 
of out-patient contact directly influences the chance 
of readmission, despite allowing for a few of the 
possible intervening variables (symptoms, length of 
previous in-patient stay, and living conditions)? 

Our main comments are reserved for the method 
of economic analysis (itself at odds with the request 
not to overvalue economic factors). Direct monetary 
cost is used as the sole indicator of total cost and, 
subsequently, an attempt is made to relate this to 
(unmeasured) non-monetary costs such as burden of 
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care: this relationship cannot be assumed to be so 
clear-cut. There is minimal description of how the 
average cost per patient was calculated, yet this is 
given inordinate prominence in concluding (wholly 
on grounds of cost) which patients are best treated in 
hospitals - which, by the authors’ own admission, 
are in a state of “scandalous neglect" and presum- 
ably in need of significant capital investment. Indeed, 
no mention is made of whether costings differen- 
tiated between capital and revenue expenditure, an 
essential distinction in any cost analysis. 

The system of mental health care analysed appears 
to be undergoing evolutionary rather than radical 
change, yet average cost per patient is used rather 
than marginal cost (cost per extra patien- within an 
existing system). This is a particularly misleading 
omission, because the cost of maintaining a small 
number of highly dependent patients (8 people, or 
6% of the cohort) in the community 1s compared 
with the average cost of in-patient care, despite the 
likelihood that such patients will incur above- 
average costs in hospital. In any case, Fig. 4 of the 
paper indicates that such patients coulé be incor- 
porated within a community care system with a 
relatively small increase in average cost. 

This paper has stepped into a methodological 
minefield, and we conclude that it has failed to sup- 
port the justifiable caution about rushing headlong 
into community care. Nevertheless, it emphatically 
exposes the need for good economic evaluation in 
psychiatry. 


KEN CHECINSKI 
Kia GODDARD 
St George's Hospital 
Department of Adult Psychiatry 
Clare House 
Blackshaw Road 
London SW170QT 


Sir: Drs Checinski & Goddard criticise the approach 
to cost analysis in our paper. If the analysis of cost- 
effectiveness of a mental health care system had been 
the central issue of study, this criticism would be jus- 
tified. The purpose of our study, however, was to 
evaluate the effectiveness of a specific component of 
extramural care in a representative cohort of schi- 
zophrenic patients, on the basis ‘of an observational 
study with a naturalistic design. We substituted for 
the lack of control by a methodological approach 
that by means of a specific model (Fig. 1 in our 
paper) permitted the partialing out of confounding 
influences — taking into account the time sequence — 
on the interesting independent and deperdent vari- 
ables. The description of average direct costs and 
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costs per case was meant to demonstrate tbat in 
principle, the actual structure and politics of care 
form the background of calculating these values, 
which for this reason cannot simply be applied to a 
different system. In the system evaluated, providing 
mental health care for the Mannheim population, 
the situation is characterised by the fact that about 
25% of the schizophrenic patients needing long- 
term (>1 year) residential care were still in con- 
tinued hospital care. The monotonically increasing 
costs per case (Fig. 4 of our paper) illustrate this, 
inasmuch as the curve of increasing costs per case 
would presumably continue to ascend if these 25% 
of patients were reduced, and consequently the 
number of cases exceeding the threshold value of 
the comparable costs for in-patient treatment 
increased. However, for describing this issue the 
calculation of the marginal costs would be of minor 
significance. 

The majority of studies do not consider the inter- 
dependence between the costs of extramural care and 
the proportion of patients in hospital and comple- 
mentary care. Doubtlessly we have ventured into a 
methodological minefield, but only to attract atten- 
tion to some unnoticed mines. We leave it to Drs 
Checinski & Goddard to sweep them. 

Contrary to Drs Checinski & Goddard's postu- 
lation, we found that 1f we considered capital invest- 
ment in a very small number of heterogeneous 
facilities serving our catchment area, which has a 
population of 300 000, this would have resulted in 
considerable distortion. The determination of the 
total direct costs of medical care, social care, 
etc. proved to be the only comparable index for 
case-related costs of care. 

Indeed, the analogy drawn between monetary 
and non-monetary costs is not based on empirical 
data — the collection of which was not the subject of 
our study. By indicating the tendency of a parallel 
course for these two types of costs, we intended to 
point out that due to the reduction of numbers of 
psychiatric beds, severely disordered patients would 
also have to be discharged. Extramural care for 
them would not be cheaper, and presumably would 
be worse than long-term admission. There is no 
doubt that in principle, more severely disordered 
patients also cause higher costs when cared for in 
hospital. However, these increased costs did not 
arise in a measurable way, since they had no effect 
on the number of staff or on the equipment of the 
hospitals concerned. This means that additional 
care of the more severely disordered patients was 
provided at the expense of the less severely dis- 
ordered. The problems involved could not be 
treated in our paper. 


s 
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Finally, our critics find fault with the outcome cri- 
teria, ‘length of stay in the community’ and ‘length 
of stay in hospital after readmission’. The two 
care-related measures furnish fine indices of possible 
changes 1n the care provided by setting up comple- 
mentary facilities. They operationalise just those 
goals for changes in the pattern of mental health 
care that have often been formulated by planners, for 
instance by the Royal Commission on Mental Health 
(Rollin, 1977): optimum replacement of in-patient 
treatment by extramural care. Further to care- 
related outcome criteria, we used disease-related 
outcome measures, assessed by PSE interview, which 
Drs Checinski & Goddard failed to notice. 

The harshest criticism, the statement that it is not 
correct to assume that the frequency of out-patient 
contact directly influences the chance of readmission 
(this is in fact the most significant finding of our 
study) remains unfounded. We critically described 
our model (Fig. 1 of our paper) for testing the causal 
association under consideration of the relevant inter- 
vening variables. Drs Checinski & Goddard give no 
indication which of the variables not considered by 
us or which deficits of our model jeopardise the 
conclusions drawn. i 

Nevertheless, we are grateful to them for 
their stimulating comments on our paper—in par- 
ticular for having pointed out that many aspects 
were not sufficiently treated, for example the descrip- 
tion of programmes for mental health care, which 
indeed is true; articles in journals must regrettably be 
shorter than authors, and obviously also critics, 
wish. 

H. HAFNER 
W. AN DER HEIDEN 
Zentralinstitut für Seelische Gesundheit 
P.O. Box 12 21 20 
D-6800 
Mannheim 
West Germany 
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Reliability of GHQ factor structures 


Str: The paper by Huppert et al (Journal, August 
1989, 155, 178—185) on the factor structure of the 30- 
item General Health Questionnaire (GHQ-30) is 
misleading on one specific point. 

Factor analysis has been widely used not only in 
psychological and psychiatric research but also in 
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other social sciences. When we perform factor analy- 
sis, we usually rotate the axes in order to simplify the 
concept of each factor/component, which is obtained 
from the allocation pattern of the variables with sig- 
nificant loadings on the factor. In an initial analysis, 
the eigenvalue of the first factor 1s always much 
greater than the others, and the results of initial unro- 
tated factors are difficult to interpret. Thus, we carry 
out rotation ofthe axes in order to reallocate the item 
loadings. 

The loadings following rotation are quite different 
from those of the initial analysis, the difference 
among the variances of rotated factors becoming 
smaller than that of the initial factors. As has been 
reported in recent factor analysis studies on the GHQ 
(Elton et al, 1988; Iwata et al, 1988), the result con- 
cerned with rotated factor structure involves the sum 
of squared loadings obtained after rotation as a 
variance of each rotated factor. 

However, Dr Huppert et al appear to have miscal- 
culated the variances. They present the proportion of 
each factor’s variance accounting for the total vari- 
ance as 28 9%,:7.6%, 6.2%, 4.1% and 3.8% from the 
factor A (greatest) to E (smallest), respectively (Table 
I of their paper). Thus, we can estimate the variances 
of these factors: the values are 8.67, 2.28, 1 86, 1 23 
and 1.14 respectively. 

In contrast to these values, based on the loadings 
demonstrated in the table, the sums of squared load- 
ings (proportion of variance explained) are 5.40 
(18.0%) for the factor A, 2.84 (9 5%) for B, 2.64 
(8.8%) for C, 2.33 (7.8%) for D, and 1.75 (5 8%) for 
E, respectively. Taking into account the fact that the 
loadings given have been rounded off to two decimal 
places these become 5.30-5.50 (17.7-18.3%) for 
the factor A, 2.77-2.90 (9.2-9.7%) for B, 2.582 71 
(8.6-9.0%) for C, 2.28-2.39 (7.6-8.0%) for D, and 
1.71-1.80 (5.7-6.0%) for E, respectively 

These values are markedly different from those 
given by Dr Huppert et al, who appear to have 
regarded the eigenvalues denved from the initial 
unrotated factor solution as the variances of the 
rotated factors. The values for variances of factors 
displayed in Tables I and II, therefore, are in error. 
Also, although they state that, “Despite the large 
number of items with significant loadings on 
D'Arcy's first factor (13 1tems), it accounts for only 
1695 of the variance. This contrasts with the eight 
significant items in our anxiety factor, which 
accounts for 28.9% of the variance " (pp. 183-184), 
in truth, their value is not so different from that of 
D'Arcy (1982). 

Although the errors mentioned above do not seem 
to affect strongly the main results or conclusions of 
the paper, in view of the spreading use of statistical 
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program packages it 15 worth noting the problems 
that may arise in their interpretation. 

N. IWATA 
Department of Ergonomics 
Institute of Industrial Ecological Sciences 
University of Occupational and Environmental 
Health 
Yahatanishi-ku, Kitakyushu, 807 Japan 
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Sm: We regret that we may indeed have inadvertently 
misled our readers over one relatively minor matter. 
The figures quoted in our paper as “percentage vari- 
ance accounted" are for unrotated vectors, and were 
presented simply to give a measure of the progressive 
removal of the total variability by the five principle 
axes. The values for the rotated vectors are indeed as 
given by Dr Iwata. 

The main thrust of our paper was of course the 
consistency of the factor structure over randomly 
selected samples, and the figures for the percentage 
variance accounted for by the rotated first factors 
were 17.3, 15.8, 16.9, 21.9, 18.6, 21.2, 22.2, 18.3, 17.9 
and 19.6 for the 10 random samples. providing yet 
further evidence of this consistency. 

We are very grateful to Dr Iwata for raising this 
matter, and presenting us with the opportunity of 
clarifying the point. 

FELICIA A. HUPPERT 
DaviD EUROF WALTERS 
NicHOLAS E. Day 
JANE B. ELLIOTT 
Department of Psychiatry 
Addenbrooke's Hospital 
Hills Road 
Cambridge CB2 2QQ 


Behaviour disorders in mentally handicapped adults 


Sir: We were interested to read the pape- by Lund 
(Journal, September 1989, 155, 377—383). We would 
question the assumption that measuring the fre- 
quencies of types of behaviour and determining a 
significant cut-off point provides information about 
an underlying ‘behaviour disorder’. What the index 
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behaviours do seem to have in common is that they 
have come to the attention of the parents or carers, 
presumably because of their impact on the observers. 
The author also states that there was an associ- 
ation between the 'behaviour disorder' and the set- 
ting in which the individual lived. It is important to 
elucidate the influence of such environmental factors 
on people with mental handicap, as they may have a 
powerful influence and might be more easily altered 
to produce an improvement. 
C. DRUMMOND 
N. Bouras 
United Medical and Dental Schools 
Guy's Hospital 
London SE] 9RT 


Violence in hospital 


Sm: The report by Noble & Rodgers (Journal, 
September 1989, 155, 384-390) concerning the 
Bethlem Royal and Maudsley Hospital violent 
incident register has important implications for 
management. 

A gradual increase in violence by psychiatric in- 
patients, documented by this and other studies, is a 
worrying development (Tardiff & Sweillam, 1980; 
Mullen, 1988). Other authors have noted that viol- 
ence registers tend to underestimate assaults on staff, 
particularly those of lesser severity (Haller & Deluty, 
1988). The two- to threefold increase in violence 
found by Drs Noble & Rodgers is therefore even 
greater cause for concern. 

The authors do not comment on the relevance of 
their findings for staff training or planning policy. 
Medical and nursing staff require training in early 
recognition and management of potentially violent 
patients and situations. One study showed nursing 
staff to be at greatest risk during physical restraint 
of the patient (Carmel & Hunter, 1989). Rapid and 
safe sedation of the patient would seem to be a pri- 
ority, yet a survey of medical staff's familiarity with 
these techniques revealed gaps in knowledge and 
education (Ring et al, in preparation). 

Research into the causes of violence on staff 
should continue, but every effort should be made to 
apply the findings to the clinical situation to minimise 
risk to staff and patient. 


L. PILowsky 
HowARD RING 
Maudsley Hospital 
Denmark Hill 
London SE5 8AF 
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Asian patients and the HAD scale 


Sm: Salim Nayani (Journal, October 1989, 155, 545- 
547) has been a victim of a common misunder- 
standing in using an instrument for a purpose other 
than for which it was devised or intended. Somehow, 
a number of researchers in transcultural psychiatry 
have the impression that mere translation of an 
instrument is sufficient to make it applicable for 
use in populations from different ethnic or 
linguistic backgrounds. This leads to unjustified 
interpretations of the data. 

For use of an instrument like the HADS in an 
Asian sample, it is necessary to suitably modify and 
adapt the scale for the Asian subjects, not just trans- 
late or backtranslate it. The adapted version then 
needs to be validated and standardised before it can 
be put into use. The modification should take into 
consideration the content of items, number of items, 
or the necessity for some other items to be included. 
The items in the HADS are far from constituting a 
‘suitable interrogation’ to elicit depression in Asian 
subjects. A number of items in the HADS are not 
reported by Asians, at least in the form in which they 
have been presented in the scale. Similarly, there are a 
number of items which are reported by depressed 
Asian patients which are obviously not included in 
the HADS but would be of more discriminatory 
value. Dr Nayani’s findings in fact confirm that the 
HADS in its present form is not really applicable 
to Asian subjects. The poor correlation between 
somatic symptoms and HADS depression is quite 
expected, since the items may not be measuring 
depression. Studying correlation between somatic 
symptoms and another measure of depression 
standardised for Asian subjects would confirm 
this. 

Researchers on transcultural aspects should 
refrain from reporting data based on plain translated 
instruments. My criticisms are not directed towards 
the HADS, but towards the inappropriate method 
by which its utility has been investigated on Asian 
subjects, amounting to its abuse. 

S. K. CHATURVEDI 
Christie Hospital 
Wilmslow Road 
Withington 
Manchester M20 9BX 


133 


Jarman indices and ‘new chronic’ in-patients 

Sm: McCreadie & McCannell (Journal, September 
1989, 155, 348—351) found a wide variation in the 
numbers of *new chronic' in-patients between hospi- 
tals relative to catchment area size. This was in keep- 
ing with the findings of their previous survey 
(McCreadie et al, 1983) and has been attributed in 
part to staff attitudes. The adequacy of rehabilitation 
services in the hospitals concerned did not account 
for the variation in the in-patient numbers of 
chronic patients (McCreadie et al, 1985). The catch- 
ment areas have been described as urban, rural 
or mixed, but no detailed evaluation of their 
sociodemographic characteristics has been made. 

There is a strong association between indices of 
social deprivation and both psychiatric morbidity 
and demand for psychiatric services (Royal College 
of Psychiatrists, 1988). The accumulation of ‘new 
chronic’ in-patients would also appear to vary in 
accordance with this factor (Inter-Register Technical 
Committee, 1984). 

It may be the case that the division of catchment 
areas into urban, rural, or mixed is insufficient to 
show the influence of social deprivation. The Jarman 
data on indices of social deprivation in the health 
districts of England and Wales shows that prosper- 
ous urban areas such as Oxford and Worcester have 
low scores on these indices in comparison with rela- 
tively underprivileged semi-rural areas such as some 
districts of Lancashire (Jarman, 1984). Some indices 
of social deprivation may be high in agricultural 
areas, such as high rates of unemployment, unskilled 
workers, and the elderly. 

A more detailed analysis of the sociodemographic 
characteristics of the catchment areas in the Scottish 
studies may reveal that social deprivation is a factor 
contributing towards the wide vanation in numbers 
of ‘new chronic’ in-patients. 

P. M. ABBOTT 
Rainhill Hospital 
Prescot 
Merseyside 
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Post-traumatic stress disorder 


Sm: Kennedy (Journal, July 1989, 155, 129) rightly 
points out the great differences between groups of 
people who have been studied in recent surveys of 
post-traumatic stress disorder (PTSD). Clearly, one 
might expect a group of people who have been 
trained to face what is expected to be a h:ghly stress- 
ful situation, either military or civilian, to have 
a higher threshold for any psychological conse- 
quences. Nevertheless, even 1n these groups their 
experiences may be overwhelming, plac-ng them at 
risk of PTSD. 

A trend recently emerging, however, suggests that 
it is not so much the nature of the exper:ence which 
determines PTSD, but the presence of ore-existing 
personality factors and psychological morbidity 
(Breslaü & Davis, 1987; MacFarlane, 1989). 

When an airliner recently crashed onto the M1, 
there were fortunately a high number of survivors. 
They had all experienced the same traumatic event 
with, presumably, the same degree of ‘unprepared- 
ness’. This department is currently investigating 
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these survivors, in the hope that we may clarify some 
of these issues. Preliminary data has shown that as 
many as 30% of the survivors may have sustained 
significant head injury, which introduces another 
dimension into the psychological picture. It also 
poses an interesting question, as to whether survivors 
who have amnesia for the event can develop PTSD 
or a variant of it, or a totally different set of 


symptoms. 


I. MEDLEY 
G. HARRISON 
A. LEE 
R. FoWLER-DIXON 
Department of Psychiatry 
Queen's Medical Centre 
Nottingham NG7 2UH 
S. LEWIS 
University of Belfast 
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A question in medical jurisprudence 

A recent case of fatal poisoning is of interest as 
belonging to the obscure area of medical jurispru- 
dence occupied by questions of criminal responsi- 
bility. A few days ago a poor woman, the mother of 
an illegitimate infant, and deserted by her husband 
and family because of her misconduct, a:tempted in 
her despair to take away both her own life and that of 
her obnoxious offspring. With this object she 
swallowed the bulk of a large dose of laudanum, pur- 
chased in pennyworths, and administered the re- 
mainder to the child. The latter died with the usual 
symptoms. The verdict of the jury in this case, that of 
“Wilful murder”, appears to have been justified by 
the circumstances. There was clearly occasion, how- 
ever, for the charitable excuse in her favour which 
accompanied the verdict. The plea of temporary 
mental derangement is one which here naturally 
suggests itself in extenuation of the crimz. It is one, 
however, which must be carefully handled. If it is to 
aid effectually in securing just mercy for the offender, 
the proof of it must not rest on mere sentiment or 


imagination. This woman probably understood 
fairly well the rational consequences of her act. She 
was not mad in the ordinary sense. Her condition was 
rather that of hopeless despondency, which we might 
describe as the borderland between reason and 
unreason. The close connexion between this state 
and actual lunacy should not be lost sight of in deter- 
mining the question of criminal responsibility. While 
we are unwilling therefore to sanction any sentimen- 
tal abuse of the term insanity, we can conscientiously 
support the jury in their evident opinion that the cir- 
cumstances of this distressing case are sufficient to 
justify exemption from the extreme penalty required 
by law. Another lesson umplied in the history of this 
occurrence might be profitably studied by our legis- 
lators — namely, the expediency of amending the still 
excessive laxity of the Poisons Act, which allows 
facilities altogether needless for the purchase of 
dangerous drugs. 


Reference 
The Lancet, | February 1890, p. 257. 


Researched by Henry Rollin, Emeritus Consultant Psychiatrist, Horton Hospital, Surrey 


British Journal of Psychiatry (1990), 156, 135-139 


Books Reconsidered 


The Discovery of the Unconscious; The History and Evolution of Dynamic 


Psychiatry: Henri E. Ellenberger* 


For nearly 20 years this 932-page gold-mine of infor- 
mation about early psychotherapy (up to about 10 
years after Freud's death) has been available and has 
continued to sell steadily, now in paperback. I have 
only ever met one person who has read it all through. 

Personally, I owe it a great deal. In the early 1970s 
it gave me, as a junior psychiatrist and trainee 
Jungian analyst, a truly liberating synoptic overview 
of psychodynamic psychiatry and psychotherapy, 
transcending the warring schools. “It lets you see 
where everything fits ın”, a friend put it when I rang 
round recently conducting a straw poll of opinions 
on the book. Hers was a common reaction. I have 
used it as a source-book and model for teaching 
trainee psychiatrists the historical bases of psycho- 
dynamics, and find that it does seem to make it much 
easier for trainees to understand both their own 
experiences in practice and the more sophisticated 
developments of theory. It has been helpful, for 
example, to follow Ellenberger’s hint that psycho- 
therapy was largely taught to doctors by patients, so 
our study of certain key and influential patients — like 
de Puysegur’s Anton Race, Breuer’s Anna O, Freud’s 
Dora, or Jung's Helene Preiswerk—has been very 
illuminating, especially where modern understand- 
ing shows us how the doctor got the lesson a bit 
wrong. The book was once under consideration as a 
set book for the training of the Society of Analytical 
Psychology in London, but rejected as too long. 

The early part of the book, dealing with primitive 
psychotherapy, Mesmer and his followers, the 
French hypnotists, and the phenomena of hysteria as 
observed in the late 19th century at the Salpetriere 
and elsewhere, is unexpectedly rich in useful clinical 
record. In fact, as one learns the history of psycho- 
therapy one 1s struck by the repeated loss and later 
rediscovery of useful observations, due to the rapid 
changes of fashion in therapy. All those obscure doc- 
tors and practitioners one had never heard of- what 
interesting things they observed, and what good 
ideas they had about them, and how revealing when 
it ıs all put together! And going farther back, our 
kinship as psychotherapists with our medicine man 
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and shaman colleagues among the primitive peoples, 
demonstrated by Ellenberger —are we to be uneasy 
or pleased about it? Ellenberger lists ten separate var- 
ieties of primitive healing, and 1t may be that we are 
selling our patients short in that not all of them are 
yet included in modern psychotherapy. 

Like some other successful and useful books, the 
readers have valued it differently from the author. 
Ellenberger considered the crown and keystone of 
the whole book to be his tenth chapter, in which he 
summarises the development of dynamic psychiatry 
in its relation to general psychiatry and the cultural 
and political background. No one I spoke to remem- 
bered that chapter best, and some had hardly read it. 
I had not read it. I did begin to read it when I started 
this reconsideration of the book, and found it fasci- 
nating. Ellenberger was specially equipped to write 
such a piece of history: born in South Africa, edu- 
cated in German-speaking Switzerland, France, 
and various English-speaking countries, he studied 
medicine in France and Switzerland, taught at the 
Menninger School of Psychiatry in Kansas and at 
McGill University in Montreal, and at the time of 
writing was a professor of criminology in Montreal. 
To read a sketch of American-European history, 
with psychiatry and psychotherapy included, by such 
aman, is truly educative and mind-expanding, but to 
an overworked practitioner and teacher like me with 
family responsibilities too it began to feel like what 
Henry James called “a princely expenditure of time". 
Guilt supervened and made me start skipping. I shall 
have to save the rest of it for a holiday. 

I am told that it is in reaction against this almost 
ornamental effect of some of the historical context as 
presented by Ellenberger that the forthcoming Yale 
Handbook of the History of Psychiatry is differently 
conceived, by those who prefer to find actual causal 
links between political and social factors and the 
kind of psychiatry produced by a particular society. 
Ellenberger did try to show how relations between 
psychiatrists and patients changed with changing 
social forms, and how for example the different treat- 
ment of Jews in the part of Europe Freud's family 
came from, and the part Adler's family came 
from, probably contributed to differences in their 
theories, and other links too between history and the 
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development of psychotherapy. However, perhaps a 
different approach, a more neo-Marx:st one for 
example, might be even more revealing. 

But one central concern of the tenth chapter I did 
not skip, as it is of very practical significance for 
psychiatry. The chapter recapitulates and concen- 
trates on a theme that runs through much of the 
book: how can the existence of mutually incompat- 
ible schools of thought within the discipline of dy- 
namic psychiatry and psychotherapy be reconciled 
with the unity of science? The thrust of the book is 
towards an integrative resolution of th:s problem, 
which Ellenberger promotes in a number of ways. 

For example, he gives a very full and sympathetic 
account of each of the four great systems: Janet's 
‘psychological analysis’, Freud's ‘psychoanalysis’, 
Adler's ‘individual psychology’, and Jung’s ‘analyti- 
cal psychology’. Janet’s writings are hardly available 
in this country, and Ellenberger’s full account of the 
man and his work is a great service to us. It is a 
revelation how good a psychiatrist Janet was, and 
how much he had already found that was soon to 
be re-presented by Freud in different terminology. 
It 1s another revelation how good Adler was, and 
Ellenberger shows how often and in how many direc- 
tions Adler's observations and ideas were quietly 
purloined without acknowledgement. 

The effect is to present us with four alternative 
approaches, with more overlap between them than 
some of their own propaganda woud suggest. 
Each has serious claims to psychiatric usefulness. 
Ellenberger has sought explanations for the differ- 
ences between them. One is that each of the ‘big four’ 
may have been taught different things Dy patients 
because each saw a different kind of patient. He 
quotes an earlier writer who pointed out that Adler's 
patients were less privileged and busy fighting for 
survival, while Freud's were better off and had leisure 
for sexual entanglement (even though tkey liked to 
remain unconscious of half of it). Ellenberger adds 
that Jung's early patients, for his first nin2 years as a 
psychiatrist, were severely ill schizophrenics. Again, 
each developed a theory arising out of his own 
personal experience: Jung and Adler did not have 
Oedipus complexes because their families of origin 
were so different from Freud's. Adler's childhood 
wascharacterised by competition with three brothers, 
and his earliest memory of sitting with hrs legs ban- 
daged for rickets looking at his strong ebvllient older 
brother rings as relevant to his theories as Freud's 
early memory of his mother's naked body in the night 
train does to his. This agrees with Jung's observation 
that every original psychological theory is really 
autobiographical, a confession on the part of its 
inventor. Whoever may or may not have an Oedipus 
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complex, Freud certainly had one, and whoever may 
or may not have an inferiority complex, Adler cer- 
tainly had one. Generalisations are always true ofthe 
person who makes them. 

But it is still a problem — why should any particu- 
lar system of psychology be supported with a loyal 
intensity surpassing the usual emotional investment 
in scientific debate? Janet is the honourable excep- 
tion here- he is the one who assumed the unity 
of science and founded no school (and look what 
happened to him, one mught cynically reflect). 
Ellenberger's answer to this question is his obser- 
vation of what he calls the “creative illness” — another 
phenomenon to be found in primitive as in advanced 
societies. In a creative illness an intense preoccu- 
pation with a certain line of thought or experience, 
accompanied by somatic and psychological symp- 
toms, passes through crisis to a permanent trans- 
formation of the personality, and the conviction 
that one has discovered a great and universal truth 
Ellenberger cites as examples Mesmer, Fechner, 
Nietsche, Freud (in his self-analysis), and Jung (1n his 
self-induced controlled psychosis of 1913). He de- 
scribes Janet as having something very like a creative 
illness at the age of 15, but somehow Janet did not 
emerge with an ideology to promote. Adler did not 
have one. So Freud and Jung were the two prophets. 
Such prophets pass on their vision, Ellenberger 
shows, by encouraging followers to have a similar 
creative illness to their own, and there spring up tra- 
ditions, but each tradition has a certain narrowness: 
all trainee shamans have to have trances and travel in 
the land of spirits, but will never have the Nirvana 
experience of Tibetan monks, and vice versa. Hence 
arose the form of the training analysis, which meant 
in the early days that Freudian trainees had to have 
Freud's neurosis rather than their own, with the 
Oedipus complex in centre forefront, and trainees in 
Zurich had to have an encounter with the numinous 
archetypes, like Jung's. 

It seems that Freud and Jung, then, stand out as 
the criminals who fragmented psychodynamic psy- 
chiatry. Ellenberger leans over backwards to be even- 
handed, as he put it, "keeping a rigorously impartial 
outlook and abstaining from any kind of polemics”. 
But one feels from the greater number of references 
thatitis the embattled claim to exclusive truth on the 
part of Freud and his followers that is the harder nut 
to crack. Even though Ellenberger 1s careful to say 
that Jung too was left with an irrational certainty by 
his creative illness, I would have expected that some 
Freudians might have felt the book to bean attack on 
them. Yet although the book was published in six 
languages. and evoked 200 reviews in 12 languages 
varying in length from one line to 45 pages (none at 
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all in this Journal), no hostility was expressed in any 
of them. The author's real impartiality must have 
been recognised. 

Ellenberger painstakingly unravels falsifications 
of theearly history of psychoanalysis by Ernest Jones 
and others, and seems to show that the trouble 
started when psychoanalysis became a movement, the 
psychoanalytic movement. 

This was indeed a disturbing eventuality. What 
was psychiatry to make of a medical technique with 
its accompanying theory that mushroomed into a 
movement? Like the Boy Scout Movement, or the 
Student Christian Movement — almost like a re- 
ligion? Freud was able to comment that Marxism 
had become uncannily like a religion, punishing criti- 
cism and doubt like heresy, but he did not seem to 
mind the same happening to psychoanalysis. Thank 
goodness the psychoanalytic movement, unlike 
Marxism, or Christianity or Islam, had at least no 
political pretensions. But Freud did want to elevate 
the sexual theory into a dogma, and the movement 
did become a closely-knit group of culturally moti- 
vated people, bound together by family libido 
aroused by the transference in the training analyses, 
and able to threaten dissidents (more so in America 
than here) with actual damage to their earning power 
as well as with the guilt and emotional isolation that 
would result from becoming a traitor to Freud and 
the artificially extended family. Hence loyalty to 
Freud outweighed scientific objectivity, and just as 
even cardinals have to swear assent to the fundamen- 
tals of the Christian creed, so a similar price was 
exacted from those who needed to continue to belong 
to this powerful, internally generous and supportive 
family with its exclusive possession of truth. As with 
all such groups, intellectual assent was the price of 
belonging, and for many it was a small price for a 
great reward. To wear a uniform is splendid too, 
especially when it is somehow felt to express bold 
non-conformity (as with the uniform of the punks in 
London). 

When psychiatry first had to deal with this prob- 
lem, Freud was still like a god who had not yet been 
appropriately dismembered and eaten by his fol- 
lowers. Freud and the movement insisted that one 
swallow psychoanalysis whole. The British psychi- 
atric establishment, led by Aubrey Lewis, simply spat 
it out, almost as though they had been taken in by 
Freud's presentation of psychoanalysis as a unit- 
ary, unanalysable package American psychiatry 
behaved differently. Since Ellenberger’s book we 
have learned more about psychotherapy, from many 
sources, and also more about the personal bases of 
the psychoanalytic movement from such books as 
the collection of Freud/Jung letters, Paul Roazen’s 
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Freud and his Followers, Susan Quinn’s biography of 
Karen Horney, and Phyllis Grosskurth’s of Melanie 
Klein. The nature of the psychoanalytic movement 
was such that only biography can make a sufficiently 
radical elucidation and critique of psychoanalysis. 
‘Scientific’ papers are not enough. Biography has 
made it more possible now for psychiatry to chew 
up and digest the phenomenon of psychoanalysis, 
instead of either swallowing whole or spitting out 
whole. 

The first bites for psychiatry to take, I suggest, 
must separate the phenomenon of Freud into three 
digestible aspects: Freud as a doctor, as a genius, and 
as a person. 

Firstly, as a doctor, Freud was a clinician of 
extraordinarily imaginative and penetrating powers 
of observation. He evolved techniques indispensible 
to psychiatry, and was a cornucopia of stimulating 
theories and hypotheses. 

Secondly, as a genius, Freud helped on a certain 
slow and deep rhythm in the development of 
European culture. So did Jung. Both were expressing 
a need of the over-civilised Europeans to recover lost 
vitality and freedom by rediscovering and reintegrat- 
ing the instinctual, primitive, even animal roots of 
human life. This theme had been culturally present 
linked with the Romantic movement from as far 
back as the eighteenth century, and expressed a need 
that is even now still insufficiently realised. Jung and 
Freud both expressed this need. The difference 
between them was that while Jung saw religion as an 
instinct also needing revitalisation by the recovery of 
its primitive roots in modern man (“I am just an old 
bushman who finds his god in his dreams", he said), 
Freud saw religion as anti-instinct. Another, less im- 
portant difference was that in contrast to Jung's now 
well-known sexual freedom in practice, Freud did 
not live out the integration of instinct that he 
preached — in his 80 years he only had ten years of 
normal heterosexual activity, as he married at 30 and 
gave up sex at 40. After his marriage failed he turned 
his needs and affections to sister-in-law and 
daughter. And compared with the freedom of atti- 
tude we now enjoy — and how much of that do we not 
owe to him? — he was himself a sexually prudish man. 
Maybe sexual frustration added passion to the utter- 
ance of his message. That message was a reaction toa 
long-established European attitude, the centuries- 
old official line of Christendom that love at its best 
ought to be spiritual. Freud had to say that love is 
essentially sensual. "Love suffereth long", said St 
Paul to the Corinthians; *Love...makesthing wet", 
said Freud to teenage Dora (who did not need to be 
told, but only coaxed to admit what she already 
knew). 
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Freud's message was a necessary complementary 
truth whose time had come, but typically 5f a prophet 
he saw it as an absolute truth. Psychiatry needs to 
take cognisance of cultural trends, especially those 
that make for a healthier society, but it does not need 
to becarried away by a secular religion. The trick is to 
separate the useful insights from the dogma. 

Thirdly, as a man Freud was like all tke rest of us, 
more or less neurotic. His Oedipus complex was ana- 
lysed, but his power complex was not. He had the 
schizoid trait of fearing the influence of cther minds, 
and was most comfortable associating with those 
who wore the same mental uniform as he, as long as 
the uniform was designed by himself and was the 
creation of his own original thinking. We all tend to 
misuse leaders by making them an excuse for not 
thinking for ourselves, for not facing reality on our 
own two feet (“Let us our lives, our souls, our debts, 
our careful wives, our children, and our sins, lay on 
the King!", as Shakespeare's Henry V said). Freud 
actually needed that dependent tendency in his fol- 
lowers, and those who had too little of it were 
rejected. His idea of a group was men taking on the 
superego of a leader — a happy democratic ideologi- 
cal pluralism was as unimaginable to him as to the 
Archduke Ferdinand. Geniuses are dangerous; their 
neuroses are infectious, and just as a Spamish prince's 
lisp changed the pronunciation of Spanish for ever, 
Freud’s neurosis permeated the psychoanalytic 
movement, and understanding how it d:d can help 
psychiatry to disentangle the observations and the- 
ories of a great man from the distortions caused by 
his unresolved anxieties. 

Freud developed psychotherapy and used it to 
promote a certain significant cultural shift; admit- 
tedly a noble cause doing good to humanity, but it 
was an illegitimate use of medical science. It would 
have been better if he could have said that he per- 
sonally wanted a world in which sexuality 1s valued 
not despised, rather than claiming to have scientifi- 
cally proved that his vision of sex and psychology 
and life was true. Then his movement perpetuated 
aspects of his own neurosis, including clinging too 
defensively to good ideas out of fear that they might 
beadulterated by the good ideas of others To look at 
that from a parochial, British point of view, he made 
psychotherapy and dynamic psychiatry into some- 
thing unacceptable to most British psychiatrists, and 
so kept British psychiatry back half a century. That 
is, one can see it so if one wants to interpret that 
particular interaction in such a way as to put all the 
blame on Freud, which is however not good systems 
theory apart from being unfair to Freud. 

A radical analytical critique of the various psy- 
chotherapies is what psychiatry still needs, and such 
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a critique must not shirk the problem of the personal 
factors, including the very tricky one of personal 
charisma. Only such a critique will make a satisfac- 
tory integration possible. Most psychotherapists I 
think are by now impressed with the uselessness of 
shallow eclecticism, and there is a strong im- 
pression — and even perhaps some evidence — that it 
is the dogmatically assertive theories that work. 
Ellenberger’s book was and is a great preparatory 
basis for integrating psychotherapy into one virile 
tool. 

His last thought in the book is a hope that the 
philosophers may provide us with new concepts 
which will make it possible to reconcile academic 
experimental psychology with the psychology of the 
unconscious. Now, 1n fact, that reconciliation has 
already begun, as some academic psychologists have 
begun to feel their way into the unconscious from a 
base within their own discipline Willa friendly hand 
be held out from the dynamic side? Here the difficulty 
in keeping up with the enormous literature from all 
the psychologies is a real handicap. How often in 
controversy the adversaries seem to be finng their 
shells at where the enemy fleet was five years ago. Or 
twenty-five. 

Iam not so hopeful about the philosophers myself. 
I believe that the great task of the integration of the 
psychologies and psychotherapies has to be largely 
a group or communal one, as science cannot make 
falsifiable statements until it has a language to make 
them in, which can only gradually be forged by 
people writing and talking. This important work is 
being done unwittingly and gradually in the myriad 
dialogues and discussions that take place daily in the 
case conferences, seminars, ward rounds, journal 
clubs, etc., of NHS psychiatry, where psycho- 
dynamic observations and ideas, and many others, 
are well chewed over by different disciplines in a clini- 
cal context. Those trainee psychiatrists whom I know 
well, those in Bloomsbury and South East Thames, 
have formidably effective intellectual teeth and diges- 
tions for such a task. (I keep thinking that it must 
be the best of the young doctors who are coming 
into psychiatry nowadays.) I always recommend 
Ellenberger's book to them when I get the chance. 
Talking about it to colleagues has convinced me that 
it is a book that has already had much more real 
influence than public recognition in Britain. I shall be 
very surprised if the Yale Handbook supersedes it. 

I have been in touch with Professor Ellenberger, 
and he says that as an 83-year-old man afflicted with 
Parkinson's disease he feels about the book as if it 
were written in a former life. I find that poignantly 
moving, as the book itself seems to me still after 20 
years to be so alive with future, and it still has so 
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much to say to young psychiatrists. Every time I go with ‘prophetitis’ too. But whatever the future of 
back to it I seem to see again that dynamic psychiatry dynamic psychiatry may be, Ellenberger's The 
1s still in its confused beginning, but with a promise Discovery of the Unconscious must surely remain a 
of help for humanity which I dare not now say classic in its literature. 

anything about in case I seem to have got infected 


D. Macdiarmid, MA, MB, BS, MRCPsych, York Clinic, Guy's Hospital, London SEI 9RT 
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The Validity of Psychiatric Diagnosis. Edited by Lee N. 
ROBINS and JAMES E. BARRETT. New York: Raven 
Press. 1989. 338 pp. $112.50. 


First of all, a question. If there are presents in your 
stocking every December 25th, does this enhance the 
validity of the Santa Claus concept? Some would say 
yes, and they would have been in sympathetic company 
at the 1988 American Psychopathological Association 
meeting, which discussed the validity of psychiatric 
diagnosis. Now, for anyone who did not get there, 
comes the book of the event, a collection o? transcribed 
talks complete with the back-slappıng chat they 
provoked. 

It was Robins (Eli) and Guze who in effect inspired 
the meeting by what they proposed in 1970. Diagnostic 
validity, they said, could be achieved by five approaches, 
starting with precise clinical definition. The Feighner 
criteria soon followed - Robins and Guze were co- 
authors- and DSM-III wasn't far behind. And it is 
DSM-III, or rather bits of it, that are scrutinised here 
according to the same five varieties of study which 
naturally lean heavily on consistency of one type or 
another. A diagnosis starts to look valid when it looks 
the same in different people and stays the same on 
follow-up; it should be distinguishable from other dis- 
orders, it may crop up in relatives, and it helps to have 
consistent laboratory findings. 

So editors Robins (Lee this time) & Barrett are 
asking two simultaneous questions: (1) is DSM-III in 
sufficiently good shape to act as the basis for DSM-IV 
according to our five-point assessment? anc (2) are they 
the right five points to give us the answer? But this raises 
a problem. We can answer question | only if the answer 
to question 2 1s yes. And the best evidence for a yes to 
question 2 comes from a consistent and on the whole 
positive answer to question 1. 

One flaw in emphasising consistency then lies in the 
mutual dependence of what you test and how you test it. 
But it is not the only flaw. As with the presents in your 
stocking and how they got there, consistency in one 
element of a syndrome may say little about the whole 
syndrome and nothing at all about the ultimate stamp of 
validity, namely aetiology. 

The Association's over-intricate and over-opinion- 
ated approach to these and other issues makes depress- 
ing (or is it dysthymic?) reading. One plucky contributor 


is prepared to say that each DSM-III diagnosis is a 
discrete condition with its own aetiology. Others see 
diagnoses as prototypes which patients can't be expected 
to match exactly, thus making an unconvincing virtue 
out of the overlap between disorders. “Syndromes and 
people are fuzzy”, comments one speaker, “but people it 
seems are fuzzier". At last a perceptive remark, you 
think, until you realise that what comes next isan attempt 
to quantify fuzziness. 

DSM-III, too often in the UK the target for vitriol, is 
here the victim of too much praise. Even its weakest 
section, on personality disorder, is largely vindicated, 
although there is a growing view that masochistic per- 
sonality should be added. And when you read the 
painstaking ponderous research presented here you 
begin to agree. 

In all this muddle it is easy to forget that this subject is 
the practical and, up to a point, the theoretical basis for 
all clinical work which should be feeding off studies of 
treatment, prognosis and, most of all, causation. And 
you long for the succinct analysis or casual motto that 
could have wrapped up the conference or made the book 
worth reading. But it does not happen. Spitzer ends by 
revealing his "dream", a massive research programme 
to develop DSM-IV. If this is the sort of thing he means, 
it 1s the kind of dream that would send most people to 
sleep. 


Louis APPLEBY, Clinical Lecturer, Department of 
Psychiatry, Institute of Psychiatry, London 


Rituals in Families and Family Therapy. Edited by 
EVAN IMBER-BLACK, JANINE ROBERTS and RICHARD 
WHITING. London: W. W. Norton. 1989. 414 pp. 
£24.50. 


The ttle of this book aptly describes its broad content. It 
conveys a body of theory and practical experience which 
is presented in five sections through fifteen chapters 
provided by sixteen contnbutors. 

The first section thoroughly describes the definition 
and design of rituals and illustrates their ubiquitous 
existence and important functions in family life. Rituals 
are seen as symbolic, metaphorical acts, often referring 
to paradoxes in human existence, which are capable of 
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providing stability as well as facilitating change. À use- 
ful structure is given for assessing family ritual behav- 
1our, and six family typologies are offered. Rituals are 
shown as having important functions in the themes in 
family life of membership, healing, 1dentity definition 
and redefinition, belief expression, negotiation, and 
celebration. Guidelines to designing therapeutic rituals 
are carefully described, extending understanding of 
them for use in therapy 

The following three sections cover a wide range of 
clinical problems in which the authors have employed 
the design of ritual as a change agent. These include 
problems presented by children and adolescents, inter- 
vention in families with adopted members, the assess- 
ment of alcoholic families, sexual therapy, remarriage 
problems, and ‘redocumenting’ psychiatric history. A 
chapter considers gender issues, and another the impact 
of political oppression on families in Argentina. The 
final section describes the use of ritual in family therapy 
training. 

A quote indicates the ways in which the authors have 
used ritual in therapy: “Rituals provide models, sanc- 
tion transitions, and aid in the expression of emotions". 
The authors clearly have a family therapy/systemic 
orientation to their work and, although the subject 
matter conveys a particular way of thinking about 
families, the impact of this book is to effectively demon- 
strate that working with rituals can transcend particular 
models of family therapy and be potentially useful in a 
range of theoretical orientations. 

This authoritative text offers theoretical perspectives 
and amply illustrates their use in practice. The case 
examples, although of American origin, do enrich it. I 
can thoroughly recommend this book, as I believe it 
will be found valuable by those experienced in family 
therapy in extending their thinking and techniques. I 
also suspect that the creation of this volume has served 
some important ritual functions for its editors! 


RICHARD WILLIAMS, Consultant Child and Adolescent 
Psychiatrist, Department of Family Psychiatry, Bristol 
Royal Hospital for Sick Children 


Self-Understanding in Childhood and Adolescence. By 
WiLLIAAM DAMON and DANIEL HART. Cambridge: 
Cambridge University Press. 1989. 205 pp. £25.00. 


Study of self inevitably poses considerable semantic as 
well as practical demands on the explorer. The mmpossi- 
bility of non-participant observation 1s drawn sharply 
into focus in this domain where the object of study and 
. the tool of understanding are one and the same. This 
circular difficulty may explain why relatively less has 
been written about self-understanding and much more 
about social understanding. These processes are, as the 
authors explain, overlapping and complementary and 
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yet also distinct developmental tasks which particularly 
face those in their first two decades. 

This text reports a six-year investigation into the 
development of self-understanding. The first two 
chapters begin by discussing self-understanding, as dis- 
tinct from other related concepts of self, and review the 
literature. The authors' definition of self-understanding 
is developed from William James, who distinguished the 
self as object — ‘me’ — from the self as subject — ‘I’. The 
constituent qualities of both aspects are considered 
and elaborated into a developmental model of self- 
understanding in the third chapter, and the fourth 
describes the interview progressively developed by the 
authors to test their theory The results of their extensive 
longitudinal survey are reported in the following 
chapters. Links between patterns of self-understanding 
and twocommon mental health problems ın adolescence 
are next considered The authors report the results of a 
study examining the development of self-understanding 
in young people in a Puerto Rican village in order to 
explore the influence of culture. The text concludes by 
reporting three studies comparing self-understanding 
and other social concepts in childhood. 

The authors set themselves the bold task of taking a 
comprehensive look at their subject from a developmen- 
tal perspective. There can be no doubt of the depth, 
expertise and ngour of this work. However, J did not 
find this an easy book to read. Care and time were 
necessary throughout for fear of misunderstanding key 
issues. The text is packed with information and tightly 
worded, and the subject is semantically demanding. 
New information 1s presented right up to the end The 
authors assume a significant understanding of statisti- 
cal methods. However, my persistence has been amply 
rewarded. I have gained deeper understanding of a sub- 
ject which has always troubled me and concepts which 
will be clinically useful 


RICHARD WILLIAMS, Consultant Child and Adolescent 
Psychiatrist, Department of Family Psychiatry, Bristol 
Royal Hospital for Sick Children 


Cocaine Addiction: Treatment, Recovery and Relapse 
Prevention. By ARNOLD M WASHTON. New York. 
Norton. 1989. 243 pp. £13 95. 


The current concern about the abuse of cocaine prep- 
arations (notably *crack") has generated some informa- 
tive and useful material. Sadly but predictably it has also 
led to a vast output of misinformation and hysteria. The 
declared purpose of this book is to provide basic infor- 
mation about cocaine, to describe the “disease model 
of cocaine", to define criteria for deciding whether a 
cocaine addict needs hospital admission, and to describe 
how cocaine addiction should be treated and relapse 
prevented. 
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I found the book rather uneven. Much of it contains 
useful information about the problem and sensible ad- 
vice about treatment approaches. The first -wo chapters 
(“Cocaine: what you need to know" and “Why do 
people use cocaine") as well as the later chapters on 
" Assessment", "Achieving abstinence”, and “Prevent- 
ing relapse", can all be recommended. Other parts of the 
book seemed less sound. Chapter 3, puzzlingly called 
“The addicted brain”, tells us that cocaine is definitely 
physically addictive (p. 35) even though the author 
states that any distinction between physical and psycho- 
logical addiction is artificial and invalid (p. 37). This 
part of the book seems strangely muddled, with its view 
that “no drug can become psychologically compelling 
(sic) without there being physical (indeed cellular) 
changes in brain activity. . . . Therefore all m>od-altering 
drugs are physically addicting” (p. 37). It is presumably 
as part of this perspective that we are also told that “it 
can be extremely helpful-to the patient, the family, 
and the treatment professional — to conceptualise and 
deal with cocaine addiction as a disease" (5. 48). "The 
disease of cocaine addiction is chronic, never reverses, 
and grows progressively more severe if left untreated" 
(p. 55, my italics). These and similar views are reflected 
throughout the book, and to the extent thet the reader 
agrees or disagrees with them, the book may or may not 
be acceptable. 


MICHAEL Gossop, Head of Research, Drug Dependence 
Unit, Maudsley Hospital, London 


Healing the Incest Wound: Adult Survivors in Therapy. 
By CHRISTINE A. Courtois. New York: Norton. 1988. 
396 pp. £25.00. 


Much has been written on the investigation and treat- 
ment of incest in childhood yet, in contrast, therapeutic 
work with adult ‘survivors’ of incest has been relatively 
neglected. The appearance of this book, thea, generates 
considerable expectation that a lacuna in the literature 
might adequately be filled by a comprekensive and 
detailed text on the subject. 

The first two sections of this book are expository, 
outlining previous work, research, and conceptualisa- 
tion They examine the characteristics and main forms 
of incestuous experience, typical family and perpetrator 
characteristics, and the symptoms and after-effects 
created by abuse. A number of theoretical stances 
(feminist, traumatic stress/victimisation, psycho- 
dynamic, loss) are investigated in terms cf their rel- 
evance to psychotherapeutic treatment, and finally, a 
wide range of presenting concerns and their handling in 
assessment are outlined. 

The last section is devoted to a more personal concep- 
tion of the process of therapeutic work with adults who 
have experienced past abuse It sketches an eclectic 
method of therapeutic work, based on the author’s 
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obvious depth of experience. These chapters discuss 
the philosophy, process and goals of therapy, outline 
general treatment strategies and techniques, and exam- 
ine the effects of abusive dynamics on the process of 
therapy, the specific contribution of group therapy, 
special problems in treatment, such as dissociation, self- 
damaging and suicidal behaviour, and special family 
issues such as disclosure to family members and con- 
frontation of the perpetrator. Techniques and ideas 
from stress/coping, experiential/expressive, psycho- 
dynamic and cognitive behavioural models are freely 
used within the therapeutic role, which is seen as necess- 
arily active and directive, although there 1s a recognition 
of transference and countertransference, the projection 
of feelings into the therapist and a recognition that the 
therapist-client relationship is the crucial component in 
therapy. This view of therapy directs attention to abuse 
as the main focus of treatment, in which an under- 
standing of the experience with the survivor 1s central. 
The client 1s actively encouraged to remember and 
re-expenence the emotions associated with incest with 
the aim of ‘reworking’ the trauma and overcoming 
defences and symptoms 

This book will be extremely helpful to those who 
are involved in psychotherapeutic work with incest 
survivors. It is clear, detailed, and comprehensive, 
summarising the literature more than adequately and 
taking a wide-ranging interest in therapeutic strategies 
and techniques. This versatility and range of coverage 
tends to disarm criticims but, to my mind, there are a 
number of areas in which Courtois can be faulted. Her 
exclusive focus on the abusive experience seems to 
neglect other kinds of therapeutic work, such as an 
understanding of current relationships and a detailed 
examination of the content of therapeutic sessions. She 
also states that “incest is a real childhood experience, 
not a fantasy occurrence or a wish” and, in dismissing 
the position she assumes Freud took up, she veers too 
far in the direction of external reality, playing down 
the importance of the internal world and of fantasy. 
Courtois acknowledges that “most commonly, incest 
victims may be diagnosed as having a borderline person- 
ality disorder", yet she seems to ignore the issue of psy- 
chopathology and its implications for the treatment 
process. In the end, however, the strengths of this book 
outweigh these omissions, and it can be recommended. 


TERRY BIRCHMORE, Principal Clinical Psychologist, 
Department of Child and Family Psychiatry, 
Dryburn Hospital, Durham 


Object Relations Therapy: Using the Relationship. By 
SHELDON CASHDAN. London: W. W. Norton & Co 
1989. 198 pp. £16.00/$28.00. 


This rather likeable American book is somewhat in the 
style of a “How to ..." book; in this case how to do 
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something called “object relations therapy" Cashdan 
considers the implications for treatment of object re- 
lations theory, especially the importance of the dyadic 
relationship, of anxieties about rejection and abandon- 
ment, and of mechanisms like splitting and projective 
identification. However, he perversely argues for a 
separate object relations therapy, split off from psycho- 
analysis. The reason seems to be a view of psycho- 
analysis as concerning itself only with the Oedipus 
complex. He sees analytical interpretation as only to do 
with reconstructions of the past, and believes analysts 
still only view their countertransference as an impedi- 
ment rather thana tool. Cashdan does not seem to realise 
thatthetechnique he describes as object relations therapy 
is very like the technique used in the contemporary 
analysis of patients by psychoanalysts (Freudian), and 
analytical psychologists (Jungian), in Britain at least. 

These caveats aside, this book gives quite a good, 
straightforward account of object relations theory and 
its practical application. It begins with a brief synopsis 

"of some of the important thinking in this area The 
major part of the book gives a rather schematic account 
of the stages of therapy and of the effects of different 
kinds of projective identification This is all somewhat 
simplified, but there are moments of depth and sensi- 
tivity. Cashdan describes well countertransference and 
how to use it. Surprisingly, nowhere does he mention the 
importance of the therapist's own analysis, without 
which I do not believe countertransference to patients 
with early damage can be handled in the way he 
describes. 

The final chapter explores fairy tales, adult fiction 
(*Dr Jekyll & Mr Hyde"), and films ("The Wizard of 
Oz", "The Purple Rose of Cairo") in the context of 
object relations theory It leaves the reader with plenty 
of ideas as to how the theme might be pursued 

This is a book that beginners in psychotherapy might 
enjoy, providing they realise that, despite his protests, 
Cashdan's work is very much in the mainstream of 
psychoanalytic psychotherapy. 


NICOLA BLANDPORD, Senior Registrar in Psychotherapy, 
Addenbrooke's Hospital, Cambridge 


Parental Loss and Achievement. By MARVIN EISENSTADT, 
ANDRE HAYNAL, PIERRE RENTCHNICK and PIERRE DE 
SENARCLENS. Madison, Connecticut: International 
Universities Press. 1989. 338 pp. $35.00. 


The joint authors are: a clinical psychologist practising 
in America, a professor of psychiatry from Geneva; a 
specialist in internal medicine visiting Geneva; and a 
- professor of international relations in Lausanne. All but 
the first-named author originally published their work 
in French. It is here translated by Jacqueline A. Deniz. 
Eisenstadt's paper “Parental loss and genius", which 
opens the book, first appeared in American Psychologist. 
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Eisenstadt's definition of 'genius' is, to my mind, 
inadequate He calls ıt “the development of an individ- 
ual to a high degree of competency and superiority in an 
occupational field". One needs to bear in mind that what 
he is investigating is eminence rather than genius. What 
he wants to know is whether there is any relationship 
between parental loss by death and the achievement 
of eminence. His subjects were selected by listing all 
those receiving a column or more in the Encyclopaedia 
Britannica or the Encyclopedia Americana. There were 
679 men and 20 women Measuring rank order by 
number of columns puts Shakespeare (61 columns), 
Plato (43), and Abraham Lincoln (39) ahead of Jesus 
Chnst (39), with Napoleon (37) a close runner-up. 
Information of parental death dates was unobtainable 
for 126 subjects The difficulties in determining whether 
or not eminent persons really suffered earlier parental 
bereavement than the average child in eras for which no 
comparative statistics are available are manifold, but 
Eisenstadt does persuade one that the subject is worth 
further study 

Pierre Rentchnick, discussing “Orphans and the will 
to power", is impressed with the number of orphaned 
British prime ministers. Pierre de Senarclens asks “Is the 
psychoanalytic biography of political leaders feasible?” 
Haynal gives us a “Psychoanalytic discourse on orphans 
and deprivation”. 

I found this book nearly unreadable, but I shall keepit 
for reference. The appendices, which constitute nearly 
half its length, contain useful information about the ages 
at which eminent persons lost each parent. Nietzsche's 
father died when he was four, Freud’s survived until he 
was 40. 


ANTHONY STORR, Honorary Consulting Psychiatrist, 
Oxfordshire Health Authority 


Autism (Developmental Clinical Psychology and Psy- 
chiatry, Vol. 15). By LAURA SCHREIBMAN. London. 
Sage Publications. 1989. 188 pp. £19 95 (hb), £12.00 
(pb). 


Diagnosis and Assessment in Autism. Edited by Eric 
SCHOPLER and Gary B. MzsrBov. New York: Plenum 
Publishing Corporation. 1988. 327 pp. £39.50. 


As a concise, well-referenced summary of the present 
state of our knowledge of autistic disorders, Laura 
Schreibman's book could hardly be bettered Following 
a brief historical chapter, there are chapters dealing with 
the various forms autism can take, and its diagnosis, 
aetiology and treatment. The discussion is generally 
balanced and the information provided is up to date and 
accurate. A glaring exception, though, is the statement, 
on page 38, that the rate of occurrence of autism in the 
siblings of autistic children (2%) 1s “the percentage to be 
expected by chance" In reality it is about 50 times the 
expected percentage. 
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The many different treatments that have been advo- 
cated for autistic children are discussed ard their effica- 
cies evaluated. The author emphasises, appropriately, 
the behavioural treatments which, in the present state of 
our knowledge, offer the best chance of helping autistic 
subjects. There are 26 pages of references which cover 
well the literature on autism. 

Schopler and Mesibov's book 1s moze ambitious, 
bringing together 26 authors, many of them acknow- 
ledged experts in their fields. On reading it, however, I did 
not feel that I learned a great deal more than I did from 
Schreibman’s book. Some chapters, for example John 
Werry’s on “Diagnostic classification for the clinician” 
and Cantwell and Baker's on “Multiax:al diagnostic 
approaches" seemed barely relevant, whil2 others, such 
as that on “Public policy and its impact on children with 
autism" will be of interest mainly to readers in the United 
States. Nevertheless, there are valuable contributions on 
various aspects of assessment and treatment. Some of 
these carry the discussion further than Schreibman does 
in her book. An overview chapter by Michael Rutter and 
co-editor Schopler, entitled “Concepts aad diagnostic 
issues”, is a sound account of the present state of affairs, 
and Lorna Wing contributes an interesting chapter on 
“The continuum of autistic characteristics". 

May Akerley, the mother of an autistic child, describes 
two paediatricians’ failure to diagnose her son's disorder. 
Eventually she “diagnosed him from a front-page article 
in the Washington Post". Surprisingly, she praises her 
second paediatrician for sending the boy tc a neurologist 
rather than a psychiatrist, even though the neurologist 
said, “I’ve never seen a child like this. I can't tell you 
what's wrong with him". Surely a child psychiatrist 
would have been the professional most likely to make 
a correct diagnosis, and would probably have seen a 
number of similar children before. 

Of these two, Schreibman's book is the better value, 
especially in paperback form. For readers who want to 
learn the basic currently known facts of autism it is more 
than adequate. The second book is more suitable for 
those wanting to study autistic disorders in greater 
depth and from a broader perspective. It will no doubt 
find a place in the libraries of centres treating and caring 
for autistic people. 


PHILIP BARKER, Professor of Psychiatry and Paediatrics, 
University of Calgary, Alberta, Canada 


Handbook of Child Psychiatric Diagnosis. Edited by 
CYNTHIA G. Last and MICHAEL HensEs. Chichester: 
John Wiley & Sons. 1989. 574 pp. £41.40. 


It is nearly ten years since the publication of DSM-III 
and a sizeable amount of research has accumulated on 
the new child psychiatric categories. Tbe aim of this 
handbook, as the editors state, is to consolidate this 
research into one volume. 
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The volume is a compendium of 27 review articles by 
38 contributors, many of whom are prominent in their 
respective fields. It is divided into four parts. In Part 1 
the scene is set by an overview that contains chapters on 
historical perspectives, reliability and validity. In Part 2 
we get down to the nitty-gritty, with 18 chapters on 
specific DSM-III diagnoses, such as conduct disorder, 
phobic disorders, and major depression. Here, each 
chapter is presented in a standard format (similar to that 
employed in DSM) that includes definition, clinical 
picture, associated features, prognosis, and research 
findings relevant to clinical management. Part 3, 
"Special topics", covers developmental issues, diag- 
nostic interviewing, epidemiology, and the relation- 
ship between psychiatric diagnosis and behavioural 
assessment. Part 4 comprises just one chapter on future 
directions. 

The standard format of most of the chapters in this 
book makes ıt easy to find a particular topic, and ensures 
that there is little in the way of overlap. However, this 
format makes it obvious that there is a lack of relevant^ 
data in many areas and few of the authors are able to go 
beyond a description of the existing data to carry under- 
standing of the subject further. This is a pity because 
there are many pressing questions about child psychi- 
atric diagnosis that could have been tackled in more 
detail in this volume. For example, many children show 
mixed clinical pictures that meet the criteria for several 
DSM-III diagnoses. What are the consequences of 
including the same children in one study as having 
depression and in another study as having a conduct 
disorder? Finally, the failure to include a chapter on 
specific developmental disorders is a striking gap in a 
book that attempts to be as panoramic as this. 

Despite these limitations, I would recommend this 
book as a convenient source of information about a 
wide range of child psychiatric problems. Most of the 
chapters are well written and up to date. This handbook 
is best suited for browsing and reference purposes and 
would be a useful addition to a departmental library. 


RICHARD HARRINGTON, Lecturer in Child Psychiatry, 
The Institute of Psychiatry, London 


Review of Psychiatry. Volume 7. Edited by ALLEN J. 
Frances and RomERT E. Hares. Washington: 
American Psychiatric Press (distributed in the UK. by 
CUP). 1988. 697 pp. £35.00. 


This American volume is published annually, and its 
aims are to provide a comprehensive summary of 
specific topics in psychiatry. This edition deals with . 
panic disorder, unipolar depression, suicide, ECT, and 
cognitive therapy. Each section has a useful foreword 
and summary by section editors, who comment on the 
contributions in their respective sections. The British 
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book which most closely resembles this ın its scope and 
aims is Recent Advances in Clinical Psychiatry, but at 
700 pages the American Review of Psychiatry is much 
longer, and at £35.00 very good value for money. 

Will British psychiatrists be attracted to this DSM- 
III-influenced tome? The section on panic disorder (a 
DSM-III disorder which is not accepted as a valid 
syndrome by many UK psychiatrists, myself included) is 
refreshingly free from the usual dogma about panic dis- 
order being a biological or metabolic disorder. Barlow's 
chapter criticises unitary theories of panic and gets this 
section off to a good start. His integrated model of 
panic is based on emotion theory and incorporates both 
neurobiological and psychological variables. Even the 
chapter on biological findings in panic by Shear & Fyer 
acknowledges that psychological variables are crucial in 
panic-provocation studies. The influence of pre-test 
instructions and expectancy on the outcome of lactate- 
provocation studies has been overlooked by most 
American-based research, and it is reassuring to see that 

` the (mostly European) studies that have pointed this out 
are cited here. The chapter by Fyer & Sandberg on drug 
treatment of panic disorder is particularly good, and 
they provide an excellent account of how to prescribe 
tricyclic antidepressants and MAOIs in panic patients. 
Importantly, they point out that 30-70% of patients 
relapse on discontinuation of these drugs. British 
psychiatrists should find this chapter very useful. 

Non-drug treatments are also covered, and the 
chapters on cognitive theories by Craske, Beck and 
others provide a comprehensive review of this rapidly 
developing field. I also found the chapter by Prien on the 
somatic treatment of unipolar depression (specifically 
refractory depression) particularly useful. 

One of the book's strengths is the way it combines up- 
to-date details of research findings and also serves as a 
practical manual. In summary, this book will be very 
useful for those wanting a comprehensive review of the 
state of the art in these subjects in American psychiatry. 
I recommend it strongly to clinicians and researchers 
alike. 


CHRISTOPHER Bass, Senior Lecturer in Psychological 
Medicine, Kings College Hospital, Denmark Hill, 
London 


Human Psychopharmacology: Measures and Methods, 
Volume 2. Edited by I. HINDMARCH and P. D. 
STONER. Chichester: John Wiley. 1989. 296 pp. 
£35.50. 


Thisis the second volume of a multi-authored text which 
.. 1s primarily of interest to research workers in human 
psychopharmacology There is, however, an excellent 
chapter on animal models in psychopharmacology, 
which illustrates the fact that major advances in this 
field have been made by astute clinical observation 
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rather than basic research. Animal pharmacology 
follows behind clinical discoveries, and thus tends to 
produce drugs of a similar profile. The rest of the book 
focuses on methods for human studies. There are useful 
reviews of the assessment of memory and sleep, and a 
wide-ranging overview of rating scales relating to 
depression, although this suffers from being uncritical, 
so that the inexperienced researcher could be left 
bemused regarding which scales to actually use. A 
chapter on clinical trial methods is surprisingly basic for 
a specialist text. Aspects of clinical trials in general 
practice are also rather superficially reviewed. Less 
mainstream contributions include chapters on the 
measurement of depressive retardation and the relation- 
ship between pain and psychiatric disorder, as well as an 
interesting chapter on the vagaries of clinical judge- 
ment. The book concludes with a view of ‘Psychiatry in 
the 1990s’, which notes among its conclusions that 
“serendipity will remain an important factor in 
psychopharmacological research". 

As a whole, this book is rather disappointing, 
although some individual chapters are worthwhile. The 
book feels imbalanced, with the same amount of space 
given to some narrow topics (such as measurement of 
depressive retardation) as to other much broader topics 
(such as clinical trial methods). It should find a place on 
the shelves of the larger institutions involved in psycho- 
pharmacology research, but is unlikely to have wider 
appeal. 


MALCOLM PEET, Senior Lecturer in Psychiatry, 
University Department of Psychiatry, 
Northern General Hospital, Sheffield 


Pictures At An Exhibition: Selected Essays on Art and 
Art Therapy. Edited by ANDREA GILROY and TESSA 
DALLEYy. London: Tavistock/Routledge. 1989. 237 
pp. £29.95 (hb), £14.95 (pb). 


Pictures at an Exhibition brings together a rich collec- 
tion of essays, representing the diversity of views and 
approaches among professionals towards art and 
psychoanalysis and art therapy. They form a selection of 
the British papers first presented at ‘An International 
Review of the Arts in Therapy’, held at Goldsmith 
College in September 1985. 

The book has been edited into two broad sections. 
The first is primarily concerned with the different ways 
in which the theories of psychoanalysis may be used to 
assist an understanding of imagery, including that of 
particular artists, writers, and cultures. Part Two is 
based on the theory and practice of art therapy, and 
includes very different casework-based papers. While 
Part One shows how art spans the gulf between different 
theoretical positions of the analysts, Part Two tends to 
demonstrate the way in which art bridges the gap 
between the inner and outer world. 
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For me the key paper, which unites the two parts while 
at the same time giving a strong message both to the art 
critic and to the therapist, is that of Joy Schaverien, ‘The 
picture within the frame’. Here she sees the “frame” 
within which therapy takes place and into which we tend 
to “fit” the client. At the same time, she likens the picture 
frame to a window frame. In this analogy the therapist is 
outside the window and trying to see the room within. 
She sees transference as lighting up that room for the 
therapist to be able to see in I suppose that the art 
therapist 1s trying to help the client paint the room 
within onto the very window itself. 

I also found interesting the essay by David Edwards 
on the practical problems at present facing the art 
therapist, and any innovator, daring to challenge such 
organisational forces as schools or hospitals. 

Thus is a much more theoretical treatment of art and 
therapy than Dalley et as Images of Art Therapy (1987), 
but would make a good companion to it. 


Louis MARTEAU, The Dympna Centre, London 


Living in an Alibi Society. By NICHOLAS A. H. STACEY. 
London: The Rubicon Press. 1988. 218 pp. £9.95. 


"A catalogue of pretensions" is how Nicholas Stacey 
describes his analysis of the malaise of contemporary 
British life. As an Hungarian-born finarcial journalist 
turned administrator, turned industrialist, turned 
commercial mediator and academic, he has stood 
sufficiently apart to pick out the unspoken constraints 
on the conduct of business here, and has a keen sense of 
the psychological processes underlying it. The “alibi” in 
the title is that preference for excusing failure rather 
than chasing success which he sees as characteristic of a 
national economy in long decline. 

One of the fundamental British problezns is identified 
as a separation of elites— particularly the intellectual 
from the industrial - which has some echoes of C. P. 
Snow's Two cultures. The recommendation that these 
two camps should not just talk to each other but gain 
some direct experience of how the other operates has in 
fact been explored here and there, notably at Salford 
University. The idea is not wholly problem-free, as the 
arrival in NHS management of some ex-businessmen 
has shown. possibly success depends on the motivation 
for changing scenes and on the ease of going back again. 
(David Lodge's Nice Work gives an alternative view of 
exchanging experience which has a serious message 
behind its slapstick). 

Inseparable, of course, from British lfe is the class 
system, and as a kind of outsider Stacey can be un- 
restrained in the odium he heaps on this for sabotaging 
economic growth. Those middle-class affectations such 
as “the cultivation of amateurism, the simulated disdain 
of money" represent as much of a national shooting 
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oneself in the foot economically as Ludditism and over- 
manning at the other end of the social scale. Successful 
economic growth, particularly in the Pacific New 
Industrialised Countnes, has involved a discarding of 
traditional social class structures, although in Japan at 
least 1t seems to have spawned a new onc — but this time 
ona different basis. 

Stacey is continuously optimistic about evolution to 
greater cultural unity in Britain, leading to greater social 
cohesion, but this raises questions about the future role 
of the lıberal professions. For 40 years, the NHS allowed 
doctors to pursue the best interests of the patient 
without money transactions having to be involved. 
This book helps to concentrate the mind on how such 
principles might be maintained in an economically more 
successful society 


HUGH FREEMAN, Editor, British Journal of Psychiatry 


Painful Choices: Research and Essays on Health Care. By 
Davip MEcuanic. Oxford: Transaction Publishers. 
1989. 248 pp. £26.95. 


Sociologists have taken more interest in psychiatry than 
psychiatrists in sociology. An important American 
voice is that of David Mechanic, whose work over 30 
years has reflected the changing concerns and increasing 
sophistication of sociological studies. Mechanic 1s well 
known in Britain through his general textbook, Medical 
Sociology, which, especially in its first edition in 1968, 
was a major influence in disseminating sociological 
ideas to students in Britain. His name sells books, so 1t 1s 
not surprising that a publisher has encouraged him to 
edit, with an assistant, Karen Orlando, the 17 reprinted 
essays and papers that form the chapters of this book. 

In the mid-1960s, Mechanic came to Britain to study 
general practitioners in the National Health Service. He 
was interested in explaining why and how patients con- 
sult doctors, the field of illness behaviour, and why 
British doctors were more likely to describe their 
patients’ illnesses as ‘trivial’ than American doctors. It 
appeared that different methods of paying the doctor, 
and thus incentives to practice, contributed. These ideas 
were confirmed by a more detailed study of American 
family physicians, where doctors working in pre- 
payment insurance plans saw their patients’ illnesses as 
trivial more often than those in individual private 
practice. 

Much of the rest of his work has been related to 
mental health care. In the early 1960s he published a 
study of Students under Stress. In the same period he 
interviewed a sample of mothers and children in 
Wisconsin, and he later followed up the children to 
analyse relationships between childhood distress syn- 
dromes and psychological symptoms in adults. Bringing 
in his interest in illness behaviour, he has also studied the 
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characteristics of people using mental health services. 
He found that physical morbidity was more common in 
these patients, as well as a higher propensity to use gen- 
eral medical services than other patients. Mechanic has 
also reviewed more generally the role of mental hospital 
treatment and possibilities for community mental health 
care in the American setting. 

This range of academic interest is impressive and 
consistent. Yet the introduction addresses the broader 
debate of financing health care in America, a perennial 
issue in a country which has the highest spending per 
capita in the world, and yet where 15% of the popu- 
lation are disenfranchised from health services because 
they do not have insurance. The politics.of rationing and 
decision-making are suggested by the book's title, but 
most of its content is social research rather than health 
policy. Do these collected writings make a book? There 
15 only one chapter that I would want to.refer to again 
(an early, but elegant, essay on the value and difficulties 
of health services research); and there is no clear theme 
'or message to be gained in reading the book from cover 
to cover. 


Mark MCCARTHY, Senior Lecturer in Community 
Medicine, University College, London 


Anxiety and Depressive Disorders in the Medical Patient. 
By LEONARD R. DmEROGATIS and THOMAS N. WISE. 
Cambridge: Cambridge University Press. 1989. 260 
pp. £20.00. 


The aim of this book, from the American clinical prac- 
tice series, is to provide an up-to-date literature review 
and to emphasise the most recent treatment methods 

The first 100 pages of the book are a summary of the 
historical concepts of anxiety and depression and their 
classification and measurement. This is well- 
trodden territory for those with an interest in the area of 
haison psychiatry, and well known I should hope to all 
those who have passed membership. 

The remaining 150 pages deal with the clinical assess- 
ment and management of patients whose medical prob- 
lems are complicated by anxiety and depression. In 
common with nearly all North American texts, the UK 
contributions in this area are almost completely ignored 
m the literature review. There is a series of case vignettes, 
which provides examples of various types of malfunc- 
tioning, such as the sick role, abnormal illness behav- 
iour, etc. However, the reader learns little about the 
practical management of such behaviour; how to man- 
age ward staff, cope with families, deal with antipathy 
_ towards psychiatrists, etc. There is an adequate review 
of the biological basis of anxiety and depression and a 
summary of their management by antidepressants and 
anxiolytics However, there is little to be learned from 
these chapters for the average psychiatrist. 
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I was looking forward to reading this book and was 
sorry not to find more of value in it. I fear the problem 
1s that it 18 too sophisticated for the bright student. It 
may be suitable as a membership text, but it will not 
be of much interest to liaison psychiatrists and will 
not be understood by physicians. I can only therefore 
recommend this book to a limited audience. 


CHARLOTTE FEINMANN, Consultant Psychiatrist, 
Eastman Dental Hospital, Gray's Inn Road, London 


Developing Ericksonian Therapy. The State of the Art. 
Edited by JEFFREY K. ZEIG and STEPHEN R. LANKTON 
New York: Brunner/Mazel. 1988 523 pp $68.00 


This selection of 30 contributions to the Third Inter- 
national Congress on Ericksonian Approaches to 
Hypnosis and Psychotherapy, held in Phoenix, Arizona, 
in 1986, illustrates the varied and powerful influence 
that Milton H. Erickson has had on the training and 
practice of many disciplines before and since his death in 
1980. 

The title significantly excludes mention of hypno- 
therapy. Advanced and experienced practitioners of 
psychotherapy through hypnotherapy, in its widest 
definition, will appreciate the selection of five medical 
practitioners (including four psychiatrists), 13 psy- 
chologists, a dentist, a nurse, a teacher, and a variety of 
sociologists and social workers presenting their views 
of how Ericksonian techniques have enhanced their 
thinking and work. 

The structure is mainly sectioned into principles and 
practice, but there is also an interesting small third 
section recording the experiences ofa panel of Erickson's 
children. A keynote address, by Virginia M. Satir, does 
not seem to pay much attention to Erickson. 

Notable contributions include O'Hanlon's solution- 
orientated therapy. Rossi’s brave and imaginative 
panoramic overview of the psychobiology of mind-body 
healing, now in book form, is an ambitious attempt at a 
unifying theory. 

Not all chapters pay homage so fully to Erickson 
Booth's 'Strategic therapy revisited' warns of the 
dubious ethics of the indirect. approach Only 
‘Naturalistic techniques with the “difficult” patient’, by 
Lynn D. Johnson, gives defence against Booth’s criti- 
cism. It may be added that methods which produce 
change without consent and sometimes without the 
patients’ awareness pose problems with validation of 
therapeutic success the scientific aspects of which are not 
addressed specifically. 

As is to be expected in a multi-disciplinary book, the 
contributions vary stylistically from highly abstract and 
difficult to read to lazily anecdotal It is implicit that 
conventional methods of research are not appropriate 
to treatments concerned with highly creative utilisation 
of patients' very individual resources. 
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Practice chapters include the core techniques of para- 
doxical assignments and symptom prescriptions. Mills 
& Crowley describe the use of therapeutic metaphors for 
children and adolescents most elegantly. Gilligan's con- 
cept of symptom phenomena being trance phenomena is 
well argued and thought-provoking. 

Erickson also motivates practitioners of brief 
psychotherapy and of family therapy. Lankton's 
graphic description of Ericksonian systems approach is 
particularly valuable. 

A special foundation promoting the enormous liter- 
ature, workshops, and congresses have done much to 
formally register the expanding interest and continued 
memory of a truly great psychotherapist. 


BARRIE MILLER, Consultant in Paediatric Psychiatry, 
Child and Family Unit, The Royal Oldham Hospital 


A Cognitive-Behavioural Approach to Clients’ Problems. 
By MIKE Scott. London: Routledge. 1989. 269 pp. 
£25.00 (hb), £10.95 (pb). 


Social workers have finely tuned ears but poorly trained 
tongues. Their psychoanalytically biased training gives 
them sophisticated insights into their clients’ problems, 
but with only interpretations at their disposal they are 
often seen as inept when it comes to producing change 
and giving practical help. 

For this reason Scott's well-organised. balanced and 
practical book deserves to be included as a set book in all 
social work training courses. The studert will discover 
that there are coherent theoretical alternatives to 
psychoanalysis other than banal, reductionist behav- 
iourism. More important than that, there are a range of 
psychological strategies and techniques which have 
been shown to be effective in managing a range of prob- 
lems likely to be encountered in day-to-day social work. 
These range from behaviour disorders in children to 
depression in adults. 

For psychiatrists the value of the book lies in the 
excellent account of the use of cognitive behavioural 
methods in children, an area unjustifiably neglected by 
most cognitive therapists. There 1s also £ useful section 
on marital therapy and interpersonal problems. 


JOHN Coss, Consultant Psychiatrist, The Priory 
Hospital, London 


Depressive Illness: Prediction of Course and Outcome. 
Edited by T. HgLGASON and R. J. Darv. Berlin: 
Springer-Verlag. 1988. 152 pp. DM 98. 


The course and prognosis of depression has not 
attracted the same attention as the immediate treatment 
of this condition. This is not surprising in view of the 
immense amount of research time that is involved in 
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assessing long-term prognosis of any disease. To focus 
on where research efforts should be directed in this area, 
the European Medical Research Council presented a 
workshop in Cork, Ireland, in 1985. Selected papers 
from that workshop are presented in this book. 

The contributions vary considerably in quality. An 
excellent comprehensive review of the clinical course of 
affective disorders by the psychiatrist who has done 
more than anybody else to examine this area, Jules 
Angst, is supported by subsequent chapters on biologi- 
cal aspects by Matussek and on age and depression by 
Copeland. Angst's review provides a most comprehen- 
sive analysis of the course of unipolar and bipolar 
affective illness, and has nearly 300 references. The con- 
siderable methodological difficulties in this field are dis- 
passionately discussed, with particular emphasis being 
placed on exactly what features are required to 
constitute a ‘case’. 

The remaining chapters are not as well balanced. 
There is an extensive contribution by Katschnig & 
Nutznger from Vienna on psychosocial aspects of^ 
course of illness in depression, which makes a gallant 
attempt to disentangle the social variables that may 
affect outcome, a rather disappointing short chapter by 
Bertelsen on genetic aspects, which is now considerably 
out of date, and an heuristic chapter by Akiskal, a sur- 
prising transatlantic contributor to this volume, on per- 
sonality factors in the precipitation and maintenance of 
mood disorders. A study on mortality in depression in a 
single prospective study from Finland and a sketchy 
outline of imaging techniques in depression from 
Sweden completes the volume. 

Although there is a good deal of relevant information 
in this book, the delay of over three years between the 
conference and publication detracts from its usefulness. 
There are more spelling errors than are acceptable in a 
book ofthis price, and although some of them are excus- 
able in a volume published by a company whose native 
language is not English, e.g. “lovel ones”, others, such 
as the spelling of "Akisal" in the contents section, 
should have been identified at proof-reading stage. 
However, for the Angst chapter alone I would 
recommend its purchase by psychiatric libraries and by 
those investigating this area. 


STEPHEN TYRER, Consultant Psychiatrist, 
Royal Victoria Infirmary, Newcastle upon Tyne 


MCQ Tutor; Psychiatry Today. By ROBERT I. COHEN 
and IpmEgEN O'HALLORAN. Oxford: Heinemann 
Medical Books. 1989. 129 pp. £10.95. 


In view ofthe recent changesin the membership examin- 
ation, the publication ofa set of practice multiple choice 
questions (MCQs) geared specifically to the new first 
part is timely. This book has the additional attribute of 
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providing succinct explanations of the answers to 
almost all the 250 questions. The distribution of topics is 
intended to mirror that in the exam; I was surprised to 
learn that only 4% each are allocated to neuroanatomy, 
neurophysiology, and neuropathology. 

The brief introduction gives no hints on exam tech- 
nique, apart from emphasising the importance of stems 
using key words such as 'recognised', 'typical', and 
‘characteristic’. No advice is given as to how to interpret 
these words for exam purposes. There are also no 
guidelines as to the standard required to attain a pass 
equivalent. 

The questions are less ambiguous than many MCQs, 
and the answers provided appear accurate. Inevitably 
there are some quibbles. There is, for example, increas- 
ing evidence of positive family history in Tourette's 
syndrome; I would also argue that intelligence is to be 
taken into consideration in choosing patients for insight 
therapy, and that obsessive-compulsive illness is hardly 
well recognised as a cause of pseudodementia. Several of 

^ the questions demand knowledge of specific terms. I am 
not sure that it is necessary to know the meaning of 
“simultagnosia” “espanto” or “apophany” to attain a 
Part I pass. I also doubt whether candidates really need 
to know whether echopraxia is a prominent feature of 
mynachit, whether Touton cells are found in multi- 
infarct dementia, oreven the extent to which sulpiride is 
excreted in breast milk. 

Most answers are explained clearly, although the 
detail of the exposition is quite variable. The explan- 
ations certainly make the exercise of answer-checking 
more diverting, but — and I think this is the book's major 
defect — no reference is given to the relevant literature to 
encourage the wider reading that would encourage true 
learning. The book must therefore be seen purely as an 
aid to the acquisition of MCQ skills, and has no place in 
general revision. My impression is that the standard is 
somewhat high for the first part of the exam — which is 

` no bad thing for practice! 

At £10 95 for 129 pages the book is expensive. It does, 
however, fulfil its stated aims and will, I am sure, sell 
well. 


CORNELIUS L. E. KATONA, Senior Lecturer in Psychiatry, 
University College and Middlesex School of Medicine 


Off School, In Court. An Experimental and Psychiatric 
Investigation of Severe School Attendance Problems. 
By IAN BERG, I. BRown and R. HULLIN. Heidelberg 
Springer-Verlag. 1989. 160 pp. DM 88. 


This book, considering severe school attendance prob- 
lems, 1s in the series Research in Criminology, edited by 
Alfred Blumstein and David Farrington As such, it 
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mainly presents the research endeavours in the Leeds 
area, over the past two decades, into the court disposals 
of poor school attenders and the relative efficacy of 
differing procedures. 

The first chapter provides an excellent review of the 
origins of compulsory education in Britain and outlines 
the impact of the various educational acts on the work- 
ing practices of the professionals involved. This sets the 
scene for the duality of approach within the legal system 
for dealing with school non-attendance, either involving 
the parents via the adult magistrate's court or the child 
via juvenile court, the latter being part of care rather 
than criminal proceedings. A careful description is then 
provided of how these children were dealt with in the 
Leeds courts. The ensuing chapters discuss in consider- 
able detail the research methods and findings of the 
*Leeds Truancy Project'. This project was the first in 
Britain to compare various court orders using the 
approach of the randomised controlled trial. Indeed, it 
was the results of this study, comparing the use of 
supervision orders and the adjournment procedures 
monitored by magistrates, that led to the virtual 
abandonment of the supervision order as a means of 
disposal by the courts for school non-attendance in the 
Leeds area. 

Further developments in the research are outlined, 
firstly looking at the necessity of actual attendance in 
court for the child, and secondly evaluating the need 
for interim care orders for poor responders Another 
part of the work assesses the supplementation of the 
adjournment procedure by a visit to the family and 
administration of standard interviews. 

Having elaborated the project thus far, the book con- 
tnues by discussing features of severe school non- 
attendance and associations with other psychiatric 
disorders. The concluding chapters discuss the method- 
ological issues surrounding the use of the randomised 
experiment to evaluate alternative court disposals, and 
whether this approach has or indeed is likely to influence 


. the law and social policy. The authors clearly regret the 


apparent lack of present political will to tackle the prob- 
lem of poor school attendance as demonstrated in the 
recent Government White Paper. 

This book provides an interesting and readable 
account of the research developments ın a particular 
locality with respect to severe school non-attendance 
and their potential applications within the Judicial 
system. The discussions surrounding the application of 
scientific methods to the latter are most thought- 
provoking and clearly have wider ramifications for 
many of the problems facing our courts regarding their 
current disposal policies and their effectiveness in 
altering behaviour. 


MARIAN PERKINS, Senior Registrar, Department of Child 
and Adolescent Psychiatry, Maudsley Hospital, London 
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Annotation 


Psychological Aspects of HIV Infection and AIDS 


What have we learned? 


MICHAEL B. KING 


Publications on the acquired immunodeficiency 
syndrome (AIDS) have reached such a pitch that 
leading medical journals have received letters of 
protest (Kubin, 1989), and some have been forced 
to defend themselves for the space they devote to the 
subject (Lock, 1989). While some consider that their 
problems have been ignored and that AIDS is 
attracting too much money and publicity (Adler, 
1987), others believe AIDS research and clinical 
services are grossly underfunded (Rogers, 1989). 

^Perhaps because modern medicine has rarely 
encountered such a completely ‘new’ disorder the 
fascination is great, no less in psychiatry than in other 
fields. An editorial in the Lancet (1989), just before 
the annual International Conference on AIDS, 
reminded us bluntly of the crucial questions: how 
many cases of HIV infection had been prevented in 
the year since the previous conference, and how 
many would be prevented before the next? 

Amid the plethora of new research findings it is 
important to take stock and assess progress. I 
attempt to summarise and comment on the principal 
areas of concern for mental health professionals, 
namely the stigmatisation, psychological problems, 
and psychiatric and neuropsychiatric disorders which 
result from infection with the human immuno- 
deficiency virus (HIV). 


Stereotypes and stigmatisation 


Many of the issues particular to AIDS that have a 
bearing on the psychological health of sufferers have 
been widely debated. These include the stereotyping 
and marginalisation of homosexual men by society 
(Bancroft, 1975; Bell & Weinberg, 1978; Thompson 
et al, 1985) and by the medical profession (Krajeski, 
1984), the social and medical condemnation of intra- 
venous drug abusers (Richards, 1988), assumptions 
that AIDS victims have been, and might continue 
to be, sexually promiscuous (Mandel, 1986), fears 
of contamination implicit to an infectious, often 
sexually transmitted disease (Ostrow & Gayle, 1986), 
~not least among medical staff (Kelly et al, 1987; 
Gillon, 1987), and the threat of a fatal outcome 
(Deuchar, 1984). Although much of the panic 
(Deuchar, 1984; Douglas ef al, 1985; Ostrow & 


Gayle, 1986; Ward & Papadakis, 1987), even in the 
medical press (Seale, 1987), has given way to more 
reasoned views (Green, 1987; Boyd, 1987; Friedland, 
1988; Murphy, 1988; Cominos ef al, 1989), on a 
global scale there is increasing discrimination against 
people with HIV infection. Family break-up and 
abandonment of sufferers is not uncommon in many 
African countries, homosexuals have increasingly 
become the targets of murderous attacks, particularly 
in the US, Mexico, and Brazil, and many governments 
have introduced legislation aimed at restrictions on 
their citizens who are infected or controls on visitors 
(Carswell, 1988; Quinn ef al, 1989; Summerfield, 
1989). 

Over 100 000 people in the UK inject opiates and 
other notifiable drugs and between 4% and 50% of 
them, depending on the area of the country, are 
infected with HIV (Richards, 1988; Hart ef al, 1989). 
Unlike the homosexual community which, since the 
advent of AIDS, has become even more well 
organised, with greater political and social strength, 
drug users remain members of fractionated, unac- 
cepted minorities, whose educational level is often 
poor (Harris, 1988; Ostrow, 1989). The popular 
conception of AIDS as a disease of white, male 
homosexuals is particularly erroneous when it comes 
to drug abusers with AIDS, where in the USA half 
are black, over a quarter are Spanish speaking, and 
fewer than 20% are Caucasian (Faltz & Madover, 
1986). More than half the women in North America 
and Europe with AIDS are past or current drug 
users. In contrast to the popular belief that drug users 
have little interest in changing their behaviour, there 
is increasing evidence that positive changes have 
occurred in this group, more particularly as regards 
their drug taking (Des Jarlais ef a/, 1985; Strang et 
al, 1987; Becker & Joseph, 1988) than their sexual 
behaviour (Valdiserri et al, 1988; Hart et al, 1989). 
Although usually not psychiatrically ill in the formal 
sense, it remains true that their irregular lifestyle 
(Flatz & Madover, 1986), frequent personality 
difficulties, and sometimes dishonest and violent 
behaviour towards medical staff (Neville et a/, 1988) 
create the greatest problems for physician and liaison 
psychiatrist alike. Moreover, women who have 
contracted HIV through intravenous drug abuse 
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present problems related to unwanted pregnancies, 
despite counselling and education (Brettle, 1987). The 
consensus in management of addiction would appear 
to be that although eventual abstinence will remain 
the goal, this may have to be tempered at times with 
the judicious provision of needles and syringes to 
reduce sharing (Brettle, 1987; Robertson, 1988). 


Psychological difficultles of HIV-negative people 


Although patients may feign the disease, this appears 
to be very rare (Wu ef al, 1988; Kavalier, 1989). A 
much greater problem are the so-called *worried 
well’, a term used to describe patients, often not in 
at-risk categories, who are obsessively distressed by 
the thought of having AIDS (Forstein, 1984; Miller 
et al, 1985; Todd, 1989) and whose concern 
on occasions may reach delusional proportions 
(Mahorney & Cavenar, 1988). It would seem that in 
Britain this is an increasing problem in primary 
medical care. More than half of a sample of London 
general practitioners interviewed in depth about their 
involvement with HIV described attenders who were 
constantly visiting their surgery with a fear of AIDS 
(King, 19892). A combination of education and 
cognitive therapy with an avoidance of reassurance 
appears to offer the most help for this group (Miller 
et al, 1988), although other approaches, such as 
paradoxical intervention (Salt et al, 1989), are 
showing promise. 


Psychological reaction to the diagnosis 


The shock and turmoil resulting from a diagnosis 
of HIV infection is understandable and usually 
responds to sensitive, informed counselling (Holland 
& Tross, 1985; Nichols, 1985; Miller & Green, 1985; 
Miller & Bor, 1988). It is a typical humen response 
to a life-threatening illness (Mandel, 1986) and 
patients vary in their coping skills, usuelly seeking 
support from networks of close friends and, to a 
lesser extent, their families (King, 19895). Whether 
distress persists beyond three or four months depends 
on the earlier experience of the patient, particularly 
previous psychological health (Atkinson et al, 1988; 
Catalan, 1988; King, 1989b). Effective counselling, 
at first based in clinics for sexually transmitted 
diseases, has extended to other areas of the hospital 
and the community, and may have had an effect in 
limiting the psychologicai damage of this infection 
(King, 19895). In Scotland, where over 50% of 
patients have been infected through intravenous drug 
abuse, separate counselling and screening services 
have been established for these patients and their 
sexual partners (Brettle ef al, 1987). 
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After protracted debate on the ethics of HIV 
testing, we seem to have reached a consensus 
whereby (except for certain narrow epidemiological 
indications) patients must give informed consent and 
receive appropriate counselling both before and after 
the antibody test (Dyer, 1987; Sherer, 1988; General 
Medical Council, 1988; Royal College of General 
Practitioners, 1988; Black, 1989). Considerable 
benefits have resulted in primary prevention of 
mental disorder (O’Dowd, 1988; Keidan et al, 1988), 
and possibly in reduction of high-risk behaviour of 
individuals not yet HIV positive. Although patients 
on psychiatric wards should be treated like any others 
in this respect (Binder, 1987), controversy remains 
when the patient lacks insight and there is medical 
or social concern about antibody status. Here, the 
safest course would be to regard the patient as HIV 
positive and to avoid testing without consent, which 
frequently leads to distress and alienation of 
patients from their carers (King, 19895; Catalan: 
et al, 1989). 


Persisting psychiatric disorder 


Descriptions of psychiatric disorder in patients with 
HIV infection and AIDS persisting beyond an initial 
adjustment reaction have often appeared as reports 
of individual cases or series of patients referred for 
psychiatric treatment (Dilley et a/, 1985; Buhrich & 
Cooper, 1987; Buhrich ef a/, 1988). These, together 
with recognition of a dementia associated with the 
infection, led many to fear that the psychiatric 
services might be overwhelmed by a new problem for 
which it was ill prepared (Fenton, 1987). More 
systematic work has reported varying rates of 
disorder, depending in part on the type of population 
selected and the diagnostic instruments and classi- - 
fication systems used. Prevalence of psychiatric 
disorder reported in people with HIV infection and 
AIDS, who have not been referred to psychiatrists, 
varies between 31% and 65% (Perry & Tross, 1984; 
Atkinson et al, 1988; King, 1989b). 
Unfortunately there are many difficulties inherent 
in these assessments, including selection of repre- 
sentative populations of patients and appropriate 
comparison subjects and the methods of data 
collection. Psychological symptoms in patients with 
AIDS may be reactive to the terminal nature of the 
disorder, or may occur through feelings of guilt, 
social stigmatisation, or interpersonal problems 
(Colon, 1988). Important iatrogenic causes such 
as anticancer drugs (Buhrich & Cooper, 1987) or 
interferon (McDonald et al, 1987) must also always 
be considered. Depressive symptoms may be confused 
with the flatness and withdrawal of cognitive 
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impairment or the vegetative symptoms which 
characterise AIDS. 

Perry & Tross (1984) reported mood disturbance 
in 83% and a DSM-III psychiatric diagnosis in 60% 
of a consecutive series of in-patients with AIDS. 
However, these figures were collected by scrutiny 
of medical notes for any reference to psychiatric 
health by raters, possibly biased to select such 
entries. Furthermore, Atkinson ef al (1988) claimed 
that homosexual men have high lifetime rates of 
psychiatric disorder preceding the diagnosis of HIV 
infection, despite reporting data on only 11 subjects 
and without seriously seeming to consider the 
fallibility of the concept of lifetime diagnosis 
(Kramer et al, 1980; Parker, 1987). My own 
study (King, 19895) was also inherently biased in 
containing mainly homosexual men, and can only 
be representative of London populations where 
intravenous drug abuse is less prevalent than in other 
'- areas of the country. Nevertheless, when syndromes 
are well defined and attempts are made to avoid 
selection factors, it would appear that the rate of 
psychiatric disorder found is lower than predicted. 
Principal diagnoses include anxiety states, depressive 
disorders, and prolonged adjustment reactions. 
Delusional and manic states certainly do occur 
(Buhrich et al, 1988; Schmidt & Miller, 1988; 
Halstead et al, 1988; Busch, 1989) but their incidence 
is uncertain. Case reports would indicate that 
psychosis unassociated with dementia or delirium is 
unusual. 7 

Although suicidal impulses were commonly 
reported in patients with HIV infection, particularly 
when first diagnosed, suicidal action was thought to 
be much less frequent. More recently, it has been 
recognised that completed suicide is commoner than 
previously estimated, particularly among AIDS 
patients in the first six months after diagnosis, in 
those who have witnessed the death of partners, or 
in those with cognitive impairment later in the illness 
(Glass, 1988). The rising prevalence of suicide among 
young men in the US may even be a result of 
the AIDS epidemic (Kreitman, 1989, unpublished 
presentation). The relative risk for suicide in men 
with AIDS aged 20-59 years is 36 times that of men 
of this age without the diagnosis, and 66 times that 
of the general population (Marzuk ef al, 1988). 
Although higher rates of suicide also occur in other 
chronic and life-threatening diseases, such as cancer, 
problems for AIDS sufferers, such as stigmatisation, 
possible withdrawal of support of families or friends, 
and fears of dependency and disfigurement, appear 
to be greater and may all contribute to the suicidal 
impulse. Although there have been suggestions that 
suicide could be ‘rational’ in AIDS, suicide in the 
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terminally ill is almost always associated with 
psychiatric disorder (Kreitman, 1989, unpublished), 
and is thus potentially treatable. Patients must be 
given a chance to evaluate treatment options, to plan 
their financial and social affairs, and to resolve 
personal relationships with family and friends. 


Neuropsychiatric disorder 


Early in the history of AIDS it was recognised that 
opportunistic infections and tumours invading the 
central nervous system (CNS) could result in 
neuropsychiatric symptoms. Moreover, as in many 
serious, terminal illnesses, delirium due to local CNS 
or systemic causes was reported to occur ın up to 
30% of AIDS patients (Perry & Tross, 1984). 
Somewhat later, reports appeared of a progressive, 
dementing, subacute encephalitis in AIDS sufferers 
(Snider et al, 1983; Navia et al, 1986a,b), and it was 
claimed that cognitive changes also occurred in 
patients with HIV infection who were otherwise well 
(Grant et al, 1987). There was also evidence for 
involvement of peripheral nerves and muscles (Carne 
& Adler, 1986; Lantos et al, 1989). However, HIV 
appears to invade microglial cells and the CNS 
changes belie the title ‘dementia’ in that, to a certain 
degree, cognitive decline is reversible with drug 
therapy, particularly zidovudine (Schmitt et a/, 1988). 
Furthermore, the clinical presentation, which usually 
occurs with profound immunosuppression, is that 
of a ‘subcortical’ dementia, whereby patients appear 
to preserve more of their intellect and memory 
than is immediately apparent. As in multi-infarct 
dementia, in contrast to Alzheimer's disease, patients 
may acknowledge their deficits (Price et a/, 1988). 
There is some intriguing anecdotal evidence that it 
is less prevalent in the UK than the US (Green, 1988). 
Although a wide variety of neuropathological 
findings have been reported at post-mortem in 
patients with HIV infection or AIDS, an encephalitis 
characterised by multinucleate giant cells, macro- 
phages, microglial cells, and lymphocytes appears to 
be specific to HIV disease and may occur more 
commonly in homosexuals with the disease (Lantos 
et al, 1989). 

These findings have stimulated an explosion of 
expensive research into cognitive function in HIV 
infection. Unfortunately, there are many confounding 
factors in cognitive assessment, including appro- 
priateness of comparison groups, the coexistence of 
psychiatric disorder or symptoms, background 
intellectual level of subjects tested, and the validity 
and reliability of the tests themselves (Joffe et al, 
1986). As patients inevitably experience anxiety about 
whether there has been progression of their disease, 
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most of them spend a disturbed night before they 
attend an HIV clinic where much of th2 cognitive 
testing is performed. Unfortunately, loss of sleep 
may have objective effects on the results of 
standardised cognitive tests (Idzikowski, 1984). In 
addition, fatigue is common, as the testing is arduous 
and may take several hours to complete. All these 
difficulties complicate measures of cognitive function 
which, although superficially attractive as the 
‘harder’ end of psychological exploration, in the final 
analysis are empirical observations which may be 
difficult to correlate in any meaningful way with 
demonstrable neuropathology. 

Although it was claimed in a well known study 
from North America (Grant et al, 1987) that mild 
cognitive deficits may occur in asymptomatic HIV- 
positive men, the numbers of subjects tested were 
very small and occasional deficit was found in 
seronegative controls, which calls into qvestion the 
specificity of the tests themselves. Preliminary results 
from a prospective study in London monitoring 
neuropsychological test scores of HIV and AIDS 
patients, as well as HIV-negative homosexual men, 
suggested that the most severe impairment (usually 
difficulties in verbal fluency, visual memory, and 
object recognition) was found in patients with AIDS. 
Although this research group also reported early 
abnormalities in asymptomatic HIV-positive patients 
involving retention of new information, frontal lobe 
tasks, and complex motor attention tasks (Thompson, 
1989, unpublished presentation), with greater 
numbers of subjects it has subsequently become less 
clear that there are any significant diff-culties in 
asymptomatic seropositive subjects, and it :s believed 
that only longer-term follow-up will give a definitive 
answer to this question (Thompson, personal 
communication). 

Findings from a study at the Middlesex Hospital 
in London where comparable batteries of cognitive 
tests have been used indicate no clinically significant 
cognitive deficits in asymptomatic seropositive 
patients (Herns et al; Carne et al, 1989). Interestingly, 
this study also demonstrated that self-reported 
cognitive defects were associated with measures of 
mood state and not neuropsychological impairment. 
Kessler et a/ (1988) showed that subjects are more 
likely to have lower scores on tests of cognitive 
function after they are informed of their seropositive 
status. Researchers in the US (Selnes et al, 1989; 
Goethe ef al, 1989) are also reporting no differences 
in cognitive function between HIV-positive and HIV- 
negative subjects until immunological decline begins. 
Thus, recent data would continue to support the 
World Health Organization report (1988a) that 
concluded that there was no evidence for an increase 


KING 


in clinically significant neuropsychiatric abnormalities 
in asymptomatic, seropositive people. 

Delegates at an Anglo-French conference convened 
in Paris in 1989 by the Medical Research Council and 
the Institut National de la Santé et de la Recherche 
Médicale to address the neurological and neuro- 
psychiatric problems in AIDS concluded that 
although longitudinal studies of cognitive function 
in patients in each of the Centers for Disease Control 
groups was important, it was crucial to select 
appropriate controls and to take account of the 
effects of anxiety, alcohol, and other drugs in the 
interpretation of results. Just as important, however, 
is the need to select the most discriminating tests so 
that test batteries can be greatly abbreviated. 


Conclusions 


AIDS has touched almost all branches of medicine 
and will continue to impinge on psychiatric practice. 
Although patients with HIV infection may suffer 
serious psychiatric difficulties, these appear to be 
much less common than first predicted, possibly 
because of the energetic counselling and support 
services set up early in the history of the disease. 
Dementia, delirium, and many of the more florid 
psychotic presentations occur with more profound 
immunosuppression, and their management will 
demand close liaison between medical and psychiatric 
teams. Psychological research should continue to 
delineate both predisposing and protective social and 
psychological factors for psychiatric disorder among 
sufferers in varying communities and countries. The 
natural history of cognitive changes, their correlation 
with neuroradiographic and neuropathological changes, 
and their differentiation from psychiatric disorder, 
all require further investigation. We also need to focus - 
further on aspects of the lifestyle of groups at risk 
that might have ultimate benefits in prevention. 
Lastly, but no less importantly, psychiatric associa- 
tions around the world should join with bodies such 
as the World Health Organization (19885) in clear 
opposition to governments which infringe human 
rights by discriminating against patients. 
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Annotation 


Some Observations on the Supervision of Dangerous 
Offender Patients 


HERSCHEL PRINS 


“All tragedy is the failure of communication" 
(Wilson, 1956) 


From time to time, general psychiatrists are asked 
to supervise offender patients who have been 
conditionally discharged into the community either 
by direction of the Home Secretary or by a Mental 
Health Review Tribunal (Mental Health Act 1983, 
sections 42(2) and 73(2)(4b)). In addition, they may 
be asked occasionally to provide psychiatric manage- 

^ ment for offenders released by the Home Secretary 
on life licence (Criminal Justice Act 1967, section 61). 
The effect of a conditional discharge following 
compulsory admission to hospital care by a court 
under a restriction order (Mental Health Act 
1983, sections 37/41) is similar to that of a life 
licence. 

The order for discharge may contain conditions 
that the individual be supervised by a named 
person or persons, live in a certain place and 
under certain conditions, and be subject to any 
other conditions that are deemed to be conducive 
to the welfare and management of the offender 
patient, and to the protection of the public. 
Conditionally discharged restricted offender patients 
will normally be supervised by a probation officer 
or local authority social worker and a psychiatrist. 

^ It is very important that these professionals not 
only maintain regular contact, but also share 
areas of common concern about their clients/ 
patients. In some cases, where this has not occurred, 
there have been unfavourable and sometimes 
disastrous outcomes: hence the quotation from 
Wilson. 

The number of conditionally discharged patients 
is relatively small in relation to total psychiatric and 
penal populations, some 600-700 conditionally 
discharged patients being under active supervision 
in the country in any year and a slightly smaller 
number of life licencees (Prins, 1986; Home Office 
& Department of Health and Social Security, 1987). 

_, Although this paper is concerned with conditionally 
discharged offender patients, the observations can 
be extrapolated to other situations in which the 
assessment and management of risk is of paramount 
consideration (Prins, 1988). 


The population 


The population consists of those who have committed 
serious offences of violence against the person and 
against property and who have the potential to do 
so again. Such offences will include homicide and 
attempted homicide, grievous bodily harm with 
intent, serious sexual assault (both homosexual and 
heterosexual), and certain crimes against property 
such as aggravated burglary and arson. A sense of 
proportion in dealing with these cases is enhanced 
if it is remembered that the majority of offender 
patients discharged into the community following the 
commission of grave offences, such as homicide, do 
comparatively well; that is, further homicide is very 
rare (Tidmarsh, 1982; Tennent & Way, 1984). 
Offender patients may go on to commit other types 
of offence, but many of these will not be grave. 
When a further grave offence is committed, it not 
unnaturally attracts a good deal of attention. 
Questions are asked about the management of the 
case; that of Graham Young, the so-called St Albans 
Poisoner, is a good example since it led not only to 
a formal inquiry into his particular case (Home 
Office & Department of Health and Social Security, 
1973) and the establishment of a committee to advise 
the Home Secretary on such cases (now called the 
Advisory Board), but also paved the way for the 
more wide-ranging inquiry by the Butler Committee 
(Home Office & Department of Health and Social 
Security, 1975). Over the years there have had to be 
a number of other ‘social inquests’, one of the latest 
being the internal inquiry conducted by Wiltshire 
County Council (subsequently made public) into the 
supervision of Daniel Mudd, who was charged 
with murder while on conditional discharge from 
Broadmoor (Wiltshire County Council, 1988). 


Dangerousness and risk 


The literature abounds with attempts to define 
dangerousness and risk, and no attempt is made here 
to provide a comprehensive literature review (see 
Monahan, 1988; Poythress, 1989; Prins, 1983, 1990). 

It is generally agreed that it is unproductive to talk 
about dangerous people, although there may be a 
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few individuals where an intrinsic capacity for 
dangerous behaviour merits such an assumption. In 
addition, the relationship between mental disorder 
and dangerous behaviour is somewhat equivocal, 
although in specific cases such disorder may be of 
considerable significance (Tennent, 1975; Hüfner & 
Boker, 1982; Taylor, 1985, 1986). Scott's definition 
is one of the most practical: ‘‘an unpredictable and 
untreatable tendency to inflict or risk serious, 
irreversible injury or destruction, or to induce others 
to do so” (Scott, 1977, p. 128). He also suggested 
“that it would be better for most purposes to 
substitute a probability figure of this or that sort of 
damaging behaviour occurring in this or that 
expected environment" (p. 128). Some authorities 
distinguish between danger and risk. ‘‘Risk is, in 
principle, a matter of fact, but danger is a matter 
of judgement or opinion" (Floud, 1982, p. 213, 
italics added). This implies the possibility of making 
actuarial statements about risk (as for example in the 
life assurance business), whereas the evaluation of 
dangerousness implies a subjective assessment of 
these risk factors. (It could be argued that such a 
distinction is purely semantic.) 

Psychiatrists and their colleagues are most likely 
to be concerned with the situation in which the 
combination of the vulnerable individua! (through 
a variety of stresses, which may sometimes, but not 
always, include mental disorder) with a provoking 
incident sparks off explosive behaviour. To illustrate 
these relationships Dietz (1985) has set oat a series 
of hypothetical criteria which he calls first-rank, 
second-rank, and third-rank predictors as articulations 
of personal hunches. The combinatior of such 
relevant criteria is encapsulated in Scot-'s simple 
equation: ‘‘Offender + Victim + Circumstances = 
Offence” (Scott, 1977, p. 130). 

Despite all these and other efforts, there are still 
many gaps in our knowledge and understanding - the 
endeavour is one more of ‘art’ than science. Because 
of this, psychiatrists and their colleagues have to 
tolerate a good deal of uncertainty and ambiguity 
in this difficult area of work. In addition, it is 
not always easy for the general psychiatrist to 
accommodate to the legal constraints that may 
operate in supervising such offender patients in the 
community (see also note on page 161). 


Prediction and assessment 


Both the literature and practical experience indicate 
that there are no actuarial devices that provide 
clinicians with foolproof measures for predicting 
dangerous behaviour. Psychiatrists have been 
criticised frequently for being too cautious in their 
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prognostications (Pfofl, 1977, 1979; Steadman, 1976, 
1980, 1983, 1985; Brody & Tarling, 1980; Hepworth, 
1982). However, Greenland (1980, 1985), in a careful 
analysis of the literature, suggested that a number 
of these views were ill-founded. He based his 
assertion on the grounds that psychiatrists are 
certainly no worse than other professionals in making 
such assessments, and that in assessing dangerousness 
in mentally ill offenders they show considerable 
expertise. However, such optimism is not shared either 
by Montandon & Harding (1984) in their six-country 
survey, nor in a review by Cohen (1980). Some of 
these criticisms might be offset if attempts at predic- 
tion were less global and confined to specific types 
of offender patients (Hamilton & Freeman, 1982). 


Ethical and legal aspects 


Considerations relating to the conflicting need to i 


protect the public and to have regard for the rights 
of the offender patient have been clearly identified 
by Walker (1980, 1982a,b, 1983). He proposes a 
number of rules which would help to reconcile these 
conflicts. They are designed, amongst other things, 
to have regard for the degree of harm that the person 
has committed or might commit at some future date 
and the grounds on which such a person might 
continue to be incarcerated or released (for example, 
a declared intention to commit a similar offence in 
the first instance and incapacity brought about by 
age or infirmity in the second). He also suggests that 
support and supervision in the community would 
need to be quite rigorous, a view confirmed in the 
report of the Floud Committee (Floud & Young, 
1981, Ch.9). In the UK the law does not define 
dangerous individuals specifically, although it does 
recognise, for example, such offences as reckless 
(formerly dangerous) driving, endangering the lives 
of passengers, and being in possession of, or 
distributing, dangerous drugs (see Prins, 1980, 1986). 
Current mental health legislation recognises potential 
dangerousness through sections 2 and 3 of the Mental 
Health Act 1983, which make provision, inter alia, 
for an individual's detention for the "protection of 
other persons". In addition, as noted earlier, sections 
37/41 make provision for placing an order restricting 
discharge upon the subject of a hospital order to 
protect the public from ‘‘serious harm’’; 
furthermore, some of the proclivities of offender 
patients are recognised in the establishment and 
maintenance of the special hospitals for those who 
exhibit “dangerous, violent or criminal propensities” 
(National Health Service Act 1977, section 4). 

Of current interest are the implications that arise 
for the practice of psychiatry in this field from recent 
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legal judgements handed down in North America and 
the UK concerning the possible duty of confidence 
owed by doctors and allied professionals in the 
course of protecting others from the probable harm 
likely to be caused by their patients (Tarasoff v. 
Regents of the University of California, and W v. 
Edgell and others, UK: see note at end of paper, 
p. 161). 


Clinical matters 


E 


The psychiatrist involved in the management of 
a conditionally discharged offender patient has, 
perforce, to work within a close legal framework 
so that ethical dilemmas are likely to be sharply 
delineated. In addition, it is clear from the notes 
for the guidance of psychiatrists issued by the 
Home Office & Department of Health and Social 

, Security (1987) that there-are also clearly defined 
administrative obligations, notably statutory 
reporting to the Home Office and the regular sharing 
of information with other professionals. Such a 
sharing among professionals does not occur easily 
and there are often unconscious as well as conscious 
impediments (Graham & Sher, 1976). Despite their 
best intentions, professionals may find that their 
different educational experiences and different 
perspectives markedly affect the view they take of 
their roles and responsibilities and make for stress 
in professional co-operation (Prins, 1979). Thus, 
quite apart from the particular problems presented 
by the offender patient, these additional factors are 
significant. Scott's (1977) seminal paper on general 
management contains excellent advice and guidance, 
and the present contribution merely attempts to 

. complement it. More specific aspects of group and 
individual forensic psychopathology are dealt with 
by Cox (1978a,b), and more recently, he and 
Theilgaard have shown how the use of metaphor and 
dramatic allusion can enhance understanding of the 
troubled and troublesome worlds of psychotic and 
psychopathic dangerous offender patients (Cox & 
Theilgaard, 1987). : 

There are some deceptively simple (and easily 
overlooked) pointers which facilitate the management 
of dangerous offender patients. Full details of 
the index offence and what a variety of professional 
observers thought at the time about the offender 
patient's motivation and attitudes are essential. 
Equally important are full details of previous 

_ convictions. For example, indecent exposure, depend- 
ing upon the form and circumstances of its 
commission, may sometimes offer useful prognostic 
clues as to the risk of escalation to more serious 
sex offending such as rape (Bluglass, 1980). The 
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manner and circumstances in which this latter 
offence is committed are also very revealing prognos- 
tically. Although always a grave offence, there is an 
important prognostic difference between the ‘one- 
off’ rape and that which occurs against a background 
of sadistic and deviant sexual activity. Those who 
commit persistent paedophilic offences often seem 
to need to present themselves in the best possible 
light, and may blame others for their crimes. Close 
and insistent questioning often reveals a very 
different picture - that of slow, determined seduction 
on the part of the offender (Wiest, 1981). 

Taking nothing at face value is a useful stance to 
adopt. The burglar who steals only the shoes 
belonging to the female occupant of the house or 
who slashes the sheets in the bedroom needs to be 
distinguished from the burglar who behaves more 
normally (Morneau & Rockwell, 1980). Performance 
in an institution is not necessarily a reliable indicator 
of future behaviour unless viewed in relation to the 
whole history and lifestyle. Intellectual success (such 
as that gained on an Open University course) may 
luli the unwary professional into a false sense of 
security. Likewise, the man with a long history of 
achieving his goals in life by violent means may win 
high praise for his achievement in body-building 
classes in prison. A more realistic view might be that 
further mayhem was being planned on discharge. 

Sometimes an intrusive involvement in the offender 
patient’s personal social environment is required. 
Had those responsible for Young’s supervision 
gained access to his living accommodation they 
would have found rich pictorial evidence of an 
ongoing sinister pre-occupation with poisons and 
death (Holden, 1974; Prins, 1986). Such pre- 
occupations may provide evidence of the offender 
patient’s fantasy life; all such material is useful 
in the ongoing task of assessment and scrutiny 
(MacCulloch et al, 1983). 

In a number of cases there is also the risk of 
completion of ‘unfinished business’ (Cox, 1979, 
p. 310). Continuing vigilance is essential to minimise 
the risks of relationships being established with those 
who resemble the original victim. Such unfinished 
business may of course still involve the original 
victim, as in cases of morbid jealousy. The 
intractable nature of the condition may mean that 
the best ‘treatment’ is the protection of the offender 
patient's potential victim - a change of name or 
location for the victim, or a condition of no contact 
in the order for discharge may afford some small 
protection, but of course will be difficult to enforce. 
It is helpful to be alert to as many predictive pointers 
as possible. Employment occasionally offers slender 
clues. Work in abattoirs or in the butchery trade is 
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occasionally found in the histories of sadistic and 
sexual murderers (Brittain, 1970; Masters, 1985). 

Supervisors will inevitably bring to their task a 
degree of ‘‘ambivalent investment” (Prins, 1988). 
Three elements are involved: first, the need to have 
come to terms with the feelings of revulsion and 
horror about some of the crimes these patients have 
committed (Wiest, 1981); second, the requirement 
to deal with the great burden of responsibility 
presented by the conflicting needs of the offender 
patient and the public; and third, the supervisor's 
psychotherapeutic investment in seeing that things 
are going well because of a high degree of motivation 
to assist people with a variety of needs, both medical 
and social. Having overcome these possible hurdles, 
there is, therefore, likely to be an overall investment 
in things going well. Supervisors may not be 
sufficiently receptive to the ‘bad news’ and ignore 
half-spoken messages from the offender patient 
and/or family. Because of this, opportunities for 
permitting the release and catharsis of frightening 
thoughts and fantasies may be missed. William 
Osler's words are relevant: *'Listen to the patient, 
he is telling you the diagnosis". Denial is certainly 
not the sole prerogative of patients. 

The management of potentially dangerous offender 
patients is greatly facilitated by supervisors being 
prepared to ask uncomfortable questions (Prins, 
1988), such as a-f, below. 


(a) Have past precipitants and stresses been 
removed? If not, arc they are amenable to 
further amelioration and has the supzrvisor the 
courage to explore them? 

(b) How accurately can the offender patient's 
current capacity for coping with provocation be 
assessed? Serious violence may be displaced from 
a highly provoking source to one that is scarcely 
provoking at all. Detailed records of previous 
provoking incidents are essential here. 

(c) What clues are available as to the offender 
patient’s self-image? This is a vital and obvious 
area in assessing prognosis in cases of serious sex 
offending such as rape. 

(d) Were the circumstances of the original offence 
the last straw in a series of stressful eveats or does 
the offender patient see everyone in his/her 
environment as hostile (as is the case with some 
true psychopaths)? Do they treat others merely 
as objects upon which to indulge their deviant 
desires (Masters, 1985; Holmes & de Burger, 
1988)? 

(e) Was the behaviour ‘person specific’ or a means 
of getting back at society in general, as in the 
case of some arsonists (Prins, 1987)? Does the 
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person still feel threatened or persecuted? If so, 
is this a personality attribute developed in 
relation to some past experience, or the result 
of an ongoing mental illness? If the latter, what 
steps can be taken to ensure the effective 
administration of medication in the community? 

(f) Has the offender patient come to terms, in part 
if not in tofo, with what he/she did? What 
importance should be given to the offender 
patient talking about his/her offences in an 
apparently guilt-free and callous manner? Dis- 
quiet may be felt when protestations of guilt or 
remorse are not forthcoming. Wiest (1981) 
suggests that offenders tend to go through five 
stages in working through guilt and remorse: 
confession, acceptance of punishment, denial, 
grieving, remorse. Distortion and denial can 
occur at all stages and for this reason each stage 
merits careful attention. Some offender patients 
are reluctant to acknowledge their guilt because 
of the distress it would cause family and/or 
friends. In other cases, the crime may have been 
committed so long ago that there may have been 
some clouding or distortion of memory for 
events long passed. Consider also the possibility 
that the offender patient may not in fact be 
guilty, a fact to be borne in mind in cases where 
detention has been ordered after a finding of 
being ‘under disability’ and where this has never 
been subsequently reviewed by the courts. (For 
a fuller discussion see Prins (1988).) 

A crime may be so horrendous to its per- 
petrator that a number of protective mechanisms 
come into play. It may have been blotted from 
consciousness. Full details of what the person 
actually did at the time greatly aid assessment. 
Did they wander off or, realising what they had 
done, summon help immediately? Or, did they, 
having cut the body up in little pieces, or 
subjected it to some other form of mutilation, 
then go off happily to supper and to a good 
night’s sleep? What part did alcohol and/or 
other drugs play? Hospitals and prisons are 
obviously not the best places for coping with the 
likely future effects of such substances. Graded 
experiences are required in order that indulgence 
in such substances may be monitored under 
conditions of increasing freedom. 


Conclusion 


The supervision of potentially dangerous offender 
patients necessitates a high degree of surveillance, 
an acknowledgement of the importance of account- 
ability to the public and central government, and of 
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good liaison practices with close professional 
colleagues. Finally, it is necessary to overcome a 
reluctance to ask uncomfortable and ‘unaskable’ 
questions, and to be aware of one’s blindspots in this 
difficult area of psychiatric practice. 


Note 


A student at the University of California killed one Tatiana 
Tarasoff. Two months earlier, he had expressed his 
intention of killing her to a psychologist who requested that 
the university security authorities detain him. He was 
eventually released as they considered him to be rational. 
The psychiatrist in charge of the case directed that no 
further action be taken, although it had been determined 
that the student represented a threat to the girl’s safety. 
The girl and her parents were not warned of the possible 
peril because of the student’s assumed rights to confiden- 
tiality. Some short time afterwards he killed her. The claim 
brought against the mental health professionals (and 

»- subsequently upheld through various appellate hearings) 
was that they were in breach of a duty to give appropriate 
warning of the danger she faced (Tarasoff v. Regents of 
the University of California, 529P 2d 553 Superior Ct. 
Alameda Co, 1974, summarised from Dickens (1985)). A 
comparable decision appears to have been reached in the 
Canadian case of Wellesley Hospital v. Lawson 76 
D.L.R.(3d) 688(S.C.C.) (Dickens, 1985). 

In W v. Edgell and others it was held that the duty of 
confidence owed by a doctor instructed by a patient detained 
in a secure hospital did not extend so far as to bar disclosure 
of the doctor's report on the patient if, in the doctor's 
opinion, the public interest required such disclosure in order 
to ensure that the authorities were fully informed about him 
(Independent, Law Report, 15 December 1988). At the time 
of writing, it is understood that the outcome in this case is 
not concluded, as a further appeal is being considered. 
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Review Article 


Behaviour Therapy and Benzodiazepines: Allies or Antagonists? 


n JANE WARDLE 


Behaviour therapy and benzodiazepines are directed towards common problems and are often 
used in combination. At present we know little about the beneficial or adverse interactions 
of these two treatments. This paper reviews the available literature and suggests that there 
are important theoretical and clinical issues to be resolved. 


The recent literature on the management of agora- 
phobia and panic has been directed particularly 
towards the relative merits and the potential 
interactions of behaviour therapy and antidepressant 
treatment (e.g. Mavissakalian & Michelson, 1986; 
Cox et al, 1988). The related issue of interactions 
between behaviour therapy and benzodiazepine 
treatment has been a relatively neglected field of 
research (Sartory, 1983; Hayward ef al, 1989). This 
is particularly surprising in view of the fact that for 
20 years, benzodiazepines and behaviour therapy, 
often given in combination, have been the main 
components of treatments for anxiety. 

The practical significance of this area of research 
stems from the very high proportion of patients 
referred for behavioural treatment who are already 
taking benzodiazepines. Figures taken from referrals 
to our own department in 1986 showed that 94% of 
agoraphobic patients were already taking benzo- 
diazepines. A number of published studies indicate 
that between 55% and 95% of patients with anxiety 
disorders referred to behaviour therapy treatment 
trials were on some kind of minor tranquilliser 
- (Munby & Johnston, 1980; Breier et a/, 1986; Butler 
et al, 1987; Durham & Turvey, 1987). Observations 
such as these suggest that even a behaviourally based 


treatment service will need to consider the issues of ` 


concurrent behavioural and pharmacological treatment. 


Withdrawal from benzodiazepines 


The simplest approach for the behaviour therapist 
might be to withdraw the patient from benzo- 
diazepines before beginning any behaviour therapy, 
but there are several arguments against immediate 
drug withdrawal. Many patients, especially in a 
climate of opinion which emphasises the addictive 
features of tranquilliser use, feel that they cannot face 
a withdrawal regime. This is particularly likely at the 


start of a behaviour therapy programme, since the 
level of exposure to the feared situation is almost 
certain to be higher than it ordinarily would be. A 
number of studies have shown that patients’ anxieties 
about withdrawal are far from groundless. Individual 
case studies (Winokur ef al, 1980), clinical case series 
(Covi et al, 1973), and placebo-controlled designs 
(Lader & Petursson, 1983; Rickels et al, 1983) have all 
demonstrated that withdrawal from benzodiazepines 
is likely to increase anxiety. This increase is usually 
at least to pre-drug levels and transiently it may reach 
higher levels. The work of Rickels et al (1986) indi- 
cates that around 81% of chronic benzodiazepine users 
who come off benzodiazepines abruptly will experience 
some kind of withdrawal syndrome, with affective 
and somatic symptoms. Predicting who will suffer 
most from withdrawal effects has not been very 
successful, although the evidence suggests that both 
longer use of benzodiazepines and use of the higher- 
potency benzodiazepines are associated with a greater 
probability of a withdrawal syndrome (Rickels e! al, 
1983, 1986; Higgitt et al, 1988). The possibility of an 
increase in anxiety must therefore be given serious con- 
sideration in the decision to withdraw benzodiazepines. 


Benzodiazepines in behaviour therapy 


The alternative approach is to persist with benzo- 
diazepine use until the behaviour therapy is either 
complete or well underway, and to reconsider 
withdrawal at that point. By that time, if the 
behaviour therapy has been effective, the overall 
level of anxiety should be lower and the patient’s 
well-being improved. Theoretically there are several 
possible outcomes of combining behaviour therapy 
and benzodiazepines. They may be mutually bene- 
ficial; for example concurrent benzodiazepine use 
may induce the ideal conditions for maximal 
habituation or extinction, by reducing the patient’s 
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arousal levels (Lader & Mathews, 1968). Concurrent 
benzodiazepines may also have a positive effect in 
reducing the unpleasantness of exposure. 
Alternatively there may be negative outcomes. 
State-dependent learning effects, operating either 
through biological mechanisms or through the 
subject's attributions about the beneficial effects of 
therapy, could prevent generalisation of new learning 
from the drug state to the non-drug stete (Jensen 
& Poulsen, 1982). If this is a real danger, then gains 
made during the exposure programme would be lost 
after the subsequent drug withdrawaL Another 
possible disadvantage of concurrent treatment is 
that the use of benzodiazepines might impair the 
effectiveness of the behaviour therapy. This has 
been suggested by Gray (1982, 1987), who proposed 
that benzodiazepines attenuate the development of 
behavioural tolerance to stress (Gray, 1982). 
Clinical experience fails to give clear guidance on 
these alternatives. The authorities on agoraphobic 
treatment have taken a variety of positions on 
concurrent benzodiazepine treatment, ranging from 
a refusal to carry out behaviour therapy with 
benzodiazepine users, through tolerance of con- 
current use, to active encouragement of drug use at 
certain times during an exposure progremme: 


**An alternative method of reducing arousal would be 
through the use of drugs, and the short acting barbiturate, 
methohexitone sodium has been used in recent studies 
. . . with apparent success.” (Lader & Mathews, 1968) 


*we would expect that clients who attribute their 
relaxation during desensitization to a drug, rather than 
to their own efforts will maintain these gains significantly 
Jess when confronted with the real situation ” (Davison 
& Valins, 1969) 


“ - thiopental facilitated flooding is a valuable, if not 
the only available treatment to relieve the sufferings of 
those unfortunate enough to develop a neurosis . . ." 
(Hussain, 1971) 


*'under diazepam patients touched the phobic object for 
the first time earlier than under placebo. . . . In other 
words, mild sedation may increase the amount of 
confrontation that is possible." (Marks et a/, 1972) 


“This behavioural treatment [imaginal flooding and 
exposure] was found to be more effective if given with 
an anxiolytic drug.” (Johnston & Gath, 1973) 


“small doses of diazepam can reduce discomfort slightly 
during exposure without significantly affecting final 
reduction of phobias one way or the other.'' (Hafner & 
Marks, 1976) 


‘The regular use of tranquillizers is discouraged, but 
clients who are already taking anxiolytic medications are 
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advised that it may be useful to them occasionally just 
before attempting new or difficult items.” (Mathews et 
al, 1981) 


“If behaviour therapy is construed as guided habituation 
to phobic stimuli, it follows that the anti-anxiety drugs 
may also block the effects of behaviour therapy.” (Gray, 
1982) 


Animal models 


Laboratory research on animals has a contribution 
to make to this issue, since acquired avoidance 
behaviour has often been used as an animal analogue 
of human phobic avoidance. Likewise, unreinforced 
exposure to a conditioned fear stimulus has been used 
as an analogue for exposure treatment. The general 
finding has been that benzodiazepines (or barbitu- 
rates) attenuate the impact of exposure and response 
prevention (Sartory, 1983). For example, Kamano 
(1972) looked at extinction of conditioned avoidance 
behaviour in rats in a shuttle box. Following the 
acquisition trials, the animals were reliably escaping 
to the other compartment as soon as the conditioned 
stimulus (CS) was turned on. The rats were then 
given five sessions of unreinforced exposure to the CS 
while they were unable to carry out their avoidance 
behaviour (exposure and response prevention). 
During the exposure and response prevention sessions 
the rats were either given placebo, one of two doses 
of a barbiturate sedative, or a benzodiazepine 
(chlordiazepoxide at 30 mg/kg). After this the 
animals were tested for extinction of their avoidance 
behaviour by exposing them to the CS, while 
allowing escape to the other compartment. The 
results showed clearly that the benzodiazepine and 
the barbiturates had impaired extinction relative to 
the placebo condition. 

In a similar study, Gorman et al (1979) used a 
procedure involving rats jumping on to a ledge to 
avoid receiving shocks on the cage floor. After the 
avoidance behaviour was established, three groups of 
animals were given exposure and response prevention. 
Two of these groups were given concurrent diazepam 
treatment and the third group a placebo. The fourth 
group of animals constituted a no-treatment control. 
All animals were subsequently retested to assess the 
number of trials to extinction. Again the results 
showed that more trials were needed to extinguish 
the avoidance behaviour in the groups that had 
been given benzodiazepines during their response 
prevention, although the performance of these 
animals was not as poor as the control animals that 
had no exposure and response prevention treatment 
at all. In interpreting these results, state-dependency 
effects cannot be ruled out, but Gray's work (1982) 
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on the development of tolerance for non-reward (an 
alternative form of stress), suggests this too can be 
impaired by concurrent benzodiazepine use, and 
these effects are observed whether the retesting 
occurs under drug or non-drug conditions. 

Taken together these results suggest that there are 
adverse effects of combining benzodiazepines and 
exposure, and that these are not based on state 
dependency alone. 


Clinical trials 


The implication of the animal literature is that 
exposure treatment carried out while the patient is 
taking benzodiazepines should be less efficacious in 
modifying avoidance behaviour than similar amounts 
of exposure given in the drug-free state. Several 
clinical trials have evaluated the impact of concurrent 
benzodiazepine treatment on the outcome of 
behaviour therapy, but, with one exception, they 
have used acute benzodiazepine treatment. That is 
to say benzodiazepine treatment was given for the 
exposure sessions Only, and not between exposure 
sessions. The results have typically been evaluated 
in drug-free conditions (unless patients were sur- 
reptitiously obtaining supplies of benzodiazepines). 

Hussain (1971) produced one of the first compara- 
tive reports related to this issue, although he used 
a barbiturate drug (thiopental), but in view of the 
similarity of the action of these two drugs the results 
are included in this review. Forty patients with either 
agoraphobia or social phobia were given either six 
sessions of imaginal flooding or six sessions of 
desensitisation with concurrent barbiturate or saline 
infusions. The therapists and the patients rated the 
outcome of treatment on a variety of simple scales 
immediately after treatment. The results showed that 
flooding with concurrent thiopental was considerably 
more effective, in terms of fear reduction, than 
flooding with saline. The outcome of the desensitisa- 
tion treatment was worse overall than the flooding, 
and there was little difference in effectiveness 
whether the patients received concurrent thiopental 
or concurrent saline. 

In another study Marks et al (1972) treated 18 
patients with specific phobias by two two-hour 
sessions of exposure treatment. Patients either 
received a benzodiazepine (diazepam) immediately 
before the session or four hours before, or they 
received placebo. The outcome was assessed on 
ratings made by patients and assessor. Again the 
results indicated that exposure with diazepam was 
more effective than exposure with placebo, although 
diazepam given well before the session proved to be 
more effective than diazepam given immediately 
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before the session. These results were interpreted as 
indicating that *waning' benzodiazepine effects were 
more beneficial than *peak' benzodiazepine effects. 

In a later study Hafner & Marks (1976) tackled the 
same issue with agoraphobic patients who were given 
12 hours of exposure under the same three conditions 
(waning benzodiazepine, peak benzodiazepine, or 
placebo). These results indicated very few differences 
between the drug and placebo conditions with respect 
to most of the outcomes that were recorded. There 
was also no evidence for immediate relapse in the 
drug group (as might have been predicted on grounds 
of state dependency). There was some sign of a 
specific deterioration in the *peak' diazepam group 
during the latter part of the follow-up (between three 
and six months), but as the drugs had been given only 
during the treatment session, and there had been no 
differences in the first three months of follow-up, 
it is unlikely that the later differences represented 
differential drug effects. 

Johnston & Gath (1973) also treated agoraphobic 
patients (in this case only four) using a complex 
design involving administration of drugs or admini- 
stration of placebo, with the subjects either being 
aware that they had been given a drug or unaware 
of it. Again the results suggested that concurrent 
benzodiazepine treatment resulted in greater improve- 
ment than concurrent placebo on both behavioural 
and self-report measures. 

Only one study has given results indicating a poorer 
outcome in patients given concurrent tranquilliser 
treatment. This was a study by Chambless et al (1979) 
looking at the combination of imaginal flooding 
and barbiturate (Brevital) infusions. Twenty-seven 
patients were given either eight sessions of flooding 
in fantasy alone or eight sessions of flooding with 
Brevital, or a control treatment. Patient and therapist 
ratings of fear and avoidance were reported, as well 
as measures taken during a behaviour test. The 
ratings of fear indicated better improvement in the 
no-drug than the drug condition, and the ratings of 
avoidance showed trends in the same direction. In the 
behaviour test, however, there were no differences 
between the two conditions. There were also no 
differences between the exposure groups and the 
attention control group, which compromises the 
interpretation of the results, since it could be argued 
that the behaviour therapy given was ineffective. No 
follow-up data were reported. 

One study has used continuous benzodiazepine 
administration during the treatment period (Whitehead 
et al, 1978). In this case small-animal phobics were 
given either benzodiazepines (15 mg/day) or no drug 
for three weeks, during which they had six one-hour 
exposure sessions. The results were evaluated both 
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TABLE I 
Comparison of reports of behaviour therapy and benzodiazepines for treating anxiety 








Study Treatments Drugs Outcome measures Results 
Hussain (1971) Flooding Thiopental Therapist rating Drug» no drug 
SD No drug Patient rating Drug» no drug 
Marks et al (1972) Exposure Diazepam Therapist rating Drug > placebo 
Placebo Patient rating Drug» placebo 
Johnston & Gath (1973) Exposure Diazepam Anticipated anxiety Drug» placebo 
Placebo Behavioural test Drug > placebo 
Skin conductance Drug > placebo 
Hafner & Marks (1976) Exposure Diazepam Patient rating Drug = placebo 
Placebo Panics during treatment Drug > placebo 
Anticipated anxiety during treatment Drug > placebo 
Discomfort during treatment Drug > placebo 
Whitehead et al (1978) Exposure Diazepam Patient rating Drug = placebo 
Placebo Behavioural test Drug = placebo 
Chambless ef al (1979) Flooding Brevital Therapist rating Drug<no drug 
No drug Patient rating Drug<no drug 
Behavioural test Drug=no drug 





in terms of the number of subjects who reached a 
performance criterion during the sessions (touching 
the phobic object) and the time taken to reach this 
criterion. Subjects were also given a test a few days 
later when they were drug-free. The results indicated 
little difference between the two conditions, with five 
out of six subjects who had flooding alone reaching 
the criterion, and four out of the six who had 
flooding plus benzodiazepines reaching the criterion. 
Three subjects from each of these groups were still 
able to reach the criterion drug-free in tke later test. 

It is striking that in only one of these six studies, 
and on only one of the measures reported, was there 
a poorer outcome in the behaviour therapy carried 
out concurrently with the tranquillisers. Four out of 
the six studies showed better effects for behavioural 
treatment when given concurrently with tranquillisers, 
and one found few differences at all (Table I). There 
was no support for the idea that patients treated with 
concurrent benzodiazepines relapsed an stopping 
benzodiazepine treatment, although continuous drug 
use was attempted in only one study. 


Behaviour therapy for long-term 
benzodiazepine users 


None of the studies discussed above directly 
addressed the issue introduced at the start of this 
paper, namely the impact of behaviour therapy in 
patients who are already taking benzodiazepines. All 
used new prescriptions of benzodiazepines given 
specifically for the treatment period, al-hough it is 
possible that some of the patients had been taking 
benzodiazepines in the past. Most of the studies had 


only the briefest follow-up, and some used a fairly 
minimal treatment procedure. Clearly, more work 
is needed to evaluate these issues in patients who 
are already long-term users of benzodiazepines. 
However, these results raise the possibility that 
benzodiazepines have been rejected too summarily 
as an adjunctive treatment in selected cases. 
Although there are as yet no specific studies 
addressing the issue of concurrent treatment in long- 
term benzodiazepine users, it may be possible to 
reanalyse data from studies in which some patients 
were already on benzodiazepines. One such study 
carried out by Durham & Turvey (1987) compared 
behaviour therapy and cognitive therapy for 40 
patients with generalised anxiety disorder. Sixty- 
five per cent of the patients were already on. 
benzodiazepines and continued their benzodiazepine 
treatment during the psychological treatment. The 
authors have allowed me to look at their data from 
the point of view of the therapeutic outcome in 
relation to benzodiazepine use. The results of the 
post-treatment assessment indicated that patients on 
benzodiazepines did worse overall. This is not 
surprising in view of the likelihood that long-term 
users of benzodiazepines have more serious and 
resistant disorders. However, there was also a trend 
in the data for a more deleterious effect of concurrent 
benzodiazepine use in the behaviour therapy than in 
the cognitive therapy. The results from the one-year 
follow-up reveal these differences more clearly. Only 
8% of the behaviour therapy patients who had — 
received benzodiazepines were in the *markedly 
improved’ category at follow-up compared with 86% 
of those who had not been taking benzodiazepines; 
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the cognitive therapy group showed a 50% marked 
improvement rate regardless of concurrent ‘medi- 
cation. This study was not designed to investigate 
these questions, so there was of course no random 
assignment of patients. Nevertheless, these results cast 
concurrent benzodiazepine use in a less benevolent 
light than the studies using short-term administration 
of benzodiazepines. 


Anxiety in behaviour therapy 


Turning to the other issue raised at the start, namely 
that of anxiety during treatment, there are very few 
data on this specific point. One major difficulty in 
investigating this is the problem of matching the 
intensity of exposure for the benzodiazepine and the 
non-benzodiazepine groups. In two of the studies 
discussed above the benzodiazepine group tolerated 
more exposure than the non-benzodiazepine group 
^" (Marks et al, 1972; Johnston & Gath, 1973). In one 
of these there was evidence for lower anxiety (and 
lower skin conductance) in the benzodiazepine 
group, and in the other there was no difference in 
anxiety ratings between conditions. These data could 
be interpreted as showing that the patients given 
concurrent benzodiazepines could tolerate more 
exposure for comparable or lower levels of anxiety, 
and they thus favour the notion that benzodiazepines 
might reduce the unpleasantness of treatment. 

In two of the studies (Hafner & Marks, 1976; 
Chambless et al, 1979) the groups were approximately 
matched in terms of the exposure, in that all patients 
were given a fairly standardised exposure protocol. 
In these two studies the groups who were taking the 
tranquilliser showed less tension and anxiety during 
the treatment. Overall therefore there is some 

-support for the view that benzodiazepines make 
exposure treatment less distressing. 


Conclusions 


'The conclusion from the six studies comparing 
behaviour therapy with and without concurrent 
anxiolytic medication are as follows: 


(a) There is tentative evidence that behavioural 
treatment is associated with lower levels of 
anxiety during exposure in patients taking 
anxiolytics. 

(b) Short-term outcomes favour drug use in four 
of the six studies reviewed, do not differentiate 
drug groups in one of the studies, and 
give mixed results, with some evidence of 
poorer outcome in the drug group, in one 
study. 
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(c) There is no evidence for immediate relapse in 
post-treatment tests carried out in drug-free 
conditions. 

(d) Longer-term outcome was assessed only in one 
study and gave mixed results. 

Many patients with anxiety problems are already 
taking benzodiazepines. Many more, especially those 
with panic disorders, will be put on the newer 
benzodiazepines, such as alprazolam, in the forth- 
coming years (Dunner et al, 1986; Sheehan, 1987). 
Some of these patients will derive benefit from 
the drug treatment but will, nevertheless, require 
additional behavioural treatment. Consequently the 
issue of concurrent benzodiazepine and behavioural 
treatment will continue to be of theoretical and 
clinical importance. 

The animal studies reviewed in this paper suggest 
that concurrent benzodiazepine treatment attenuates 
the efficacy of exposure treatment. Such studies as 
there are in human subjects produce contradictory 
results, but few are designed specifically to tackle the 
question of long-term benzodiazepine treatment. 
More work on this issue is important, both to 
answer the theoretical questions about treatment 
interactions, and to ensure that the best possible 
decisions are taken in the clinical setting. 
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Motherhood, Employment and the Development of Depression 
A Replication of a Finding? 


G. W. BROWN and A. BIFULCO 


A prospective inquiry of a largely working-class sample of women wrth children considers 
the effect of employment on risk of developing clinica! depression. The hypothesis was that 
there would be a direct protective effect arising from employment once quality of other support 
was taken into account. In fact full-time working mothers were at high risk. This appeared 
to be explained by either prior work straln or a severe event involving ‘deviant’ behaviour 
on the part of husband/boyfriend or child. Nerther factor was relevant for part-time workers. 
The severe events appeared to be particularly depressogenic for full-time workers because 
they represented either failure in the motherhood role or a sense of entrapment in an 
unrewarding work/domestic situation. However, those in part-time work had a low rate of 
onset compared with non-workers, and the difference appears to be related to non-working 
women feeling less secure about their marriages. 


Events involving loss and disappointment appear to 
play a key role in the development of clinical 
depression (Brown & Harris, 1986, 1989). There is 
also evidence that other social influences, particularly 
social support, raise or lower risk once such an event 
has occurred (Brown ef al, 1986; Alloway & 
Bebbington, 1987). It has, however, proved difficult 
to establish whether for women paid work plays any 
role. 

The most obvious way employment status might 
influence risk is via the nature and impact of the 
work itself (e.g. Lennon, 1987). However, it may also 
be necessary to take account of a woman's other 
responsibilities. Role overload and conflict might 
well neutralise beneficial effects of employment, 
especially for women who have young children 

- (Radloff, 1975; Aneshensel et al 1981; Cleary & 
Mechanic, 1983). The effects of employment might 
be more indirect. A woman's tiredness from over- 
work could contribute to a deterioration in her 
marriage, and this in time lead to a crisis sufficient 
to bring about a depressive disorder. Furthermore, 
a woman could come to accept that her tiredness had 
adversely influenced her role performance, and 
because of this, interpret a family crisis in a 
depressogenic way. 

However, research has so far had difficulty in 
establishing the presence of any link between 
employment and depression. An important review 
by Warr & Parry (1982a) documented how little 
evidence has emerged concerning positive effects, for 

-married women, of employment. There has been a 
general failure to find differences in psychological 
well-being for those with a child living at home, 
although on occasions possible differences have 


emerged (e.g. Kessler & McRae, 1982). Warr and 
Parry conclude that, since for women there will 
usually be a number of key influences, unless the 
potential for conflict between them is taken into 
account, beneficial effects of employment are likely 
to be attenuated or entirely suppressed. Indeed, it 
is largely analyses reflecting this kind of possibility 
that have produced what evidence there is for a link 
between employment and clinical depression. In an 
inquiry in Camberwell in the 1970s among women 
in general, not only mothers, employment alone was 
unrelated to risk, and this was confirmed in a later 
survey in the same area (Bebbington et al, 1981, 
1984). However, employment did relate to a reduced 
risk among women experiencing a severe event or 
major difficulty who were also without an intimate 
tie with a husband or lover (Brown & Harris, 1978). 
It was speculated that low self-esteem played a part 
in such vulnerability, and two longitudinal studies 
have since shown that low self-esteem does increase 
risk of depression (Brown et al, 1986; Miller et al, 
1989). However, studies in Oxford and Sheffield 
have failed to show the same effect for employment 
(Warr & Parry, 19825; Campbell et al, 1983; Parry, 
1986). Indeed, the Sheffield study reversed the 
Camberwell result and also a prediction made in the 
earlier Warr and Parry review - among women 
experiencing a major life event the highest symptom 
scores occurred among ernployed women who lacked 
social support. 

The state of knowledge in this field is therefore 
unsatisfactory. At present it is possible to conclude 
only that it may be possible to document effects if 
close attention is paid to general features of a 
woman's life and an effort made to document the 
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wide range of experiences encompassed by categories 
such as 'full-time work' (Rosenfield, 1980). A 
longitudinal study is required to offset possible 
retrospective reporting biases, especially concerning 
feelings about work status, and we report evidence 
from such a study. 

Although a good deal of the analysis (to be 
reported) was undertaken in a spirit of exploration, 
three specific hypotheses were formulated. First, that 
lack of employment would relate to low self-esteem. 
Second, that employment would relate to a lower risk 
of depression once a provoking agent had occurred, 
but only among those with shortcomings in core 
relationships, particularly the marital relationship. 
For single mothers it was predicted that support from 
relationships outside the home would perform a 
similar role. Third, that self-esteem would play a role 
in any tendency of employment to reduce risk of 
depression. 


Sample and research design 


Working-class women (defined in terms of partner's 
occupation) living in Islington in north London with a child 
living at home were studied, since they were considered to 
be particularly likely to develop depressive disorders (see 
Brown & Harris, 1978). Women aged between 18 and 50 
were randomly selected; they were rejected cnly if they did 
not meet the criteria of being of European or Caribbean 
backgrounds, having at least one child under 18 years of 
age living at home, and a spouse or cohabiting partner who 
was in a manual occupation. Additionally, all single mothers 
were included as there is evidence that they have a high rate 
of depressive disorder (Moss & Plewis, 1977; Surtees et al, 
1983). The screening process identified 440 suitable women, 
of whom 92% participated in the first stage of the survey 
(Brown ef al, 1985). Interviews were cor.ducted twice, 
approximately one year apart. At the first contact quality 
of personal ties and self-esteem were measured, together 
with an account of any recent psychiatric disorder. In the 
second phase details were collected of psychiatric disorder 
during the following year, life events, and social support 
received during any crisis. 


Measures described in earlier reports 


The shortened version of the Present State Examination 
(PSE) was used to collect information on basic symptoms 
at both interviews (Wing et al, 1974; Cooper et al, 1977). 
For ‘caseness’ of depression to be defined, at least four core 
symptoms are required in addition to depressed mood 
(Finlay-Jones et al, 1980; Brown et al, 1985). Experience 
over the last 15 years indicates that such ‘Bedford College’ 
cases are, broadly, ill enough to be treated by psychiatrists 
in out-patient practice (Wing et al, 1977; Dean et al, 1983; 
Sashidharan, 1985). 

The Self Evaluation and Social Support (SESS) schedule 
was developed over a number of years (O’Connor & Brown, 
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1984). It takes three to five hours to administer and involves 
several hundred ratings by the interviewer concerning 
general attitudes, relationships, and activities in the areas 
of marriage, motherhood, housework, participation in.the 
labour market, and social contacts outside the home. The 
tape-recorded semi-structured interview allowed women to 
talk freely. Ratings are made by the interviewer, mainly 
on four-point scales on the basis of a number of indicators, 
and with reference to a series of examples. 

The focus of much of the developmental research was 
to achieve reliability and, in keeping with previous research 
(Brown & Rutter, 1966; Rutter & Brown, 1966; Quinton 
et al, 1976), satisfactory inter-rater reliability was achieved 
for scales used in this report (O’Connor & Brown, 1984). 

The scales dealing with self-evaluation concerned personal 
characteristics such as physical attractiveness and ability 
to get on with people, perception of competence in roles 
such as wife, mother, and worker, and self-acceptance in 
more general terms. Basically all relevant positive comments 
made in the first interview determined the ratings on one 
set of scales, the basis of the positive evaluation of self 
(PES) index, and all relevant negative comments determined . 
ratings on the other set used as a basis for the contrasting 
negative evaluation of self (NES) index (Brown et al, 1986). 

For recording life events and difficulties, the study used 
the Life Events and Difficulties Schedule (LEDS) based on 
a system of contextual measures. It has been found to have 
high validity and inter-rater reliability (Brown, 1974; Brown 
& Harris, 1978; Brown, 1989). Earlier reports have shown 
the causal importance of severe events and major 
difficulties, termed ‘provoking agents’, before onset of 
depression (Brown & Harris, 1978, 1986). 

Detailed material was collected about support received with 
provoking agents in the follow-up year. ‘Crisis support’ was 
rated in terms of a particular person and defined in terms of: 
confiding, receiving emotional support about a problem, and 
not receiving a negative response at some point. In addition, 
women were defined as being ‘let down’ if they received 
no crisis support from a person when it would have been 
expected from the first interview (see Brown ef al, 1986). 
A woman was defined as receiving ‘inadequate support’ ~ 
if she received no crisis support or was ‘let down’. 


Measures not previously described 


Work experience 


Work was defined in terms of regular paid activity. Rating 
employment status proved on the whole to be straight- 
forward: that is employment was stable over the study 
period, the hours worked were clearly ‘full’ or ‘part time’, 
and it took place away from home. Since the exceptions 
were too uncommon for it to be worth forming distinct 
categories, the following decisions were made. 

Full-time employment was defined as 31 hours or more 
per week. There was no formal lower limit for hours worked 
to define part-time work. Work at home, such as child 
minding and care for pre-school foster children, was — 
included and classified as full-time if the hourly 
requirements were met. In a similar way, students were 
classified in terms of the hours spent in education. 


MOTHERHOOD, EMPLOYMENT AND DEPRESSION 


The following two rules were developed to deal with 
changes in employment: work status at the time of first 
contact was taken to represent initial status; for those with 
onset of depression during follow-up the dominant status 
in the three months before any onset was taken. This was 
done as occasionally a change in work status close to onset 
could be brought about by the very social processes, say 
serious illness of the husband, capable of leading to onset. 
If there was no onset, the status representing the longest 
perlod during the follow-up year was taken. The only 
exceptions were a few instances when this was inconsistent 
with the work status of women experiencing a severe event. 
Finally, again involving only a few instances, a woman was 
excluded if the only severe event in the follow-up period 
involved a job loss on her part, since it made little sense 
to consider the effect of her employment on her reaction 
to the job loss, but at the same time it seemed illogical to 
classify her as ‘non-working’. 

The following employment measures (all scored on four- 
point scales) are used. Commitment assessed the importance 
for the woman of having a job (whether or not she had 

-- one) and how far her current and future life derived focus 
and intelligibility from such an idea. Identity enhancement 
or destructiveness of employment reflected how the job 
might contribute to a woman's view of herself - for 
example, in terms of her performance and the skill or the 
glamour of the job. A rating of ‘character’ was based on 
the interviewer's judgement about the job's likely effect, 
and one of ‘impact’ was based on the woman's own report 
of her feelings. Quality of interaction at work, in terms of 
positive and negative aspects, was based on intensity and 
pervasiveness of statements about the tone of the interaction 
at work, feelings about working, description of behaviour 
such as laughing and joking while working, and the 
frequency of such episodes. Overload from work took into 
account evidence concerning physical or psychological 
‘overstretching’ at work, either in terms of time or with 
work and home responsibilities. Enjoyment of work was 
based entirely on reported feelings. Security and insecurity 
in the job took into account objective features such as that 

~ of security of tenure, regular hours, and lack of tension. 
Situational constraints on participation in the labour force 
took into account factors such as ages of children, 
availability of child-care and its dependability, and avail- 
ability of help from husband and his attitude to her 
participation, and was rated in terms of both full-time and 
part-time work. Attitudinal constraints regarding 
participation in the labour force again distinguished full- 
time and part-time work and was largely based on the 
strength of disapproving statements by the woman about 
participation. 

Inter-rater reliability in a sample of 20 interviews showed 
good agreement. Six of the total 19 work scales showed 
perfect agreement and a further 10 reached agreement above 
0.70 (using weighted kappa, Kw). The mean level of 
association was 0.84 (Kw). 


~~ 


Marriage 


In all, 25 scales were used to describe the marriage, both 
in behavioural terms (e.g. the amount of confiding in a 
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husband, his participation in housework and child-care, and 
emotional support expressed by him), and in terms of 
feelings (e.g. the amount she feels she can confide). There 
was also an overall seven-point assessment of quality of 
marriage (Quinton ef al, 1976). A number of the marital 
scales paralleled those for employment - commitment, 
identity enhancing or destructive character or impact, 
quality of interaction, feelings of security and insecurity, 
objective security and insecurity (e.g. husband not being 
present when wanted for babysitting, his drinking, gambling, 
etc.), and feelings of competence and incompetence as a 
wife. 

For single mothers as far as possible comparable ratings 
were made for lovers not living with the woman (e.g. 
commitment to marriage and identity enhancing and 
destructive character of the relationship), but some of the 
scales were not applicable (e.g. his participation in house- 
work). 


Results 


Experiences of work (first interview) 


Women who were depressed (as indicated by the PSE) at 
the time of first contact have been excluded as their 
psychiatric state may have influenced their reporting of 
work status. (We are in any case primarily interested in 
factors influencing subsequent onset of depression.) The 
situation at the time of first contact is therefore described 
for the 354 non-depressed women. 

Sixty per cent of the 354 women were employed at the 
time of the first interview, with almost two-thirds (132/212) 
of these in part-time work. Single mothers were more likely 
than the married to be in full-time employment: 35% 
(28/80) versus 19% (52/274). (Only 24% of the 50 depressed 
women were working.) 

On the whole, the employed women described their work 
in positive terms. Forty per cent (83/208, 4 unknown) were 
rated ‘high’ on commitment, and 86% (178/208) as ‘high’ 
or ‘moderate’. Seventy-four per cent (154/208) were ‘high’ 
or ‘moderate’ on enjoyment. Just over two-thirds (143/208) 
were at least ‘moderate’ on both commitment and 
enjoyment. Furthermore, neither form of constraint on 
employment was common - 11% (24/211, one unknown) 
had situational constraints and 8% (16/211) attitudinal 
constraints, with 16% (34/211) having one or the other 
However, reported constraints for those not in employment 
were common: in terms of part-time work, 65% (88/135, 
two unknowns) had situational constraints, 56% (75/134, 
three unknowns) attitudinal constraints, and 81% (111/137) 
one or the other. 

Nonetheless, despite this positive emphasis, negative 
aspects were quite often reported: 15% of married mothers 
experienced work overload, 7% identity destructiveness, 
25% at best only ‘some’ enjoyment, 8% security- 
diminishing characteristics, and 6% unsatisfactory relation- 
ships. For single mothers the frequencies were somewhat 
greater, at 28%, 55%, 29%, 24%, and 16% respectively. 
Having two or more adverse effects out of these five 
possible ‘work strain’ scales was three times more 
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TABLE I 
Work-strain at time of first interview by employment status and marital status (n 210)! 
re NN 











Full-time work Part-time work 

Married Single Married Single 

mother* mother 

% n % n % n * n 

Score on the five *work strain' scales (0—5) 

24 12 6 39 1l 13 14 13 3 
1 31 16 29 8 29 31 30 7 
0 57 29 32 9 58 63 57 13 
Totals 100 51i 100 28 100 108 100 23 


1. Two unknowns. 
*P<0.001, 2 d.f , ın comparison with totals of other groups. 


common among single mothers in full-time employment 
than among married mothers 1n employment (Table I). 
However, proportions for the single mothers working part- 
time and the married were similar. Nonetheless, despite the 
reporting of such negative aspects, the overall picture 
appears to be one of women working who were on the whole 
wanting to work (and by contrast only a handful not 
working who were committed to work), and many obtaining 
a good deal of satisfaction and enjoyment. 


Self-esteem and employment 


Despite the fact that work appears to have been a basically 
enjoyable experience, lack of work was unrelated to NES 
(Table II). However, PES was somewhat more common 
among women in full-time work and was significant for 
married mothers (Table II). This in turn related to the nature 
of the work and the fact that full-time worE tended to be 
of higher status. If jobs are classified in terms of ‘higher 
grade’, ‘clerical’, and ‘manual’ (Goldthorpe & Hope, 1974), 
the proportions in full-time work with high PES were 58% 
(15/26), 36% (10/28), and 27% (7/26) respectively 





(P=0.06). (A similar effect was seen for the 23 single 
mothers in part-time work.) However, for the present 
inquiry the result concerning the negative measure is critical, 
as only NES relates to chances of developing depression 
in the follow-up year (Brown ef al, 1986; Brown et al, 
1989). 


Onset of depression and employment 


Fourteen per cent of the women changed their work status 
in the year after first interview and were therefore 
reclassified. In dealing with onset of depression attention 
is focused on 150 women with a provoking agent (severe 
event or major difficulty) as nearly all the onsets in the 
follow-up year occurred among them (30 of the 32). Work 
status among them was associated with onset in the follow- 
up year, but in a more complicated fashion than predicted. 
Although those in part-time work had a lower rate of onset 
than unemployed women, this did not hold for those in 
full-time work, who had a much higher rate than part-time 
workers and a somewhat higher one even than those not 
working (Table III). 


TABLE II 
Employment status and marital status at time of first interview by self-esteem judged 
by negative evaluation of self (NES) and positive evaluation of self (PES) (n = 354) 





Full-time work 
& 





NES! 

Married I3 (7/52) 
Single mothers 36 (10/28) 
All women zI (17/80) 
PES! 

Married 20 (21/52) 
Single mothers 39 (11/28) 
All women 20 (32/80) 





1. Four unknowns. 
*P<0.05, 2 d.f. 


Part-time work No work 
% 9$ 
25 (27/108) 29 (32/112) 
26 (6/23) 37 (10/27) 
25 (33/131) 30 (42/139) 
20 (22/108) 26 (29/112)* 
35 (8/23) 33 (9/27) 
23 (30/131) 27 (38/139) 
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TABLE III 
Onset, employment status in follow-up period, and marital status among those with 
a provoking agent (n — 150) 


Full-time work 


Onset: % 
Married 29 (5/17) 
Single mothers 38 (8/21) 
Totals* 34 (13/38) 
*P« 0.01, 2 d.f. 


Two questions follow. Why were those mothers in full- 
time work at greater risk than those in part-time work, and 
why were those mothers without work much more at risk 
than part-time workers? 


The higher risk of depression in full-time 
- compared with part-time work 


Two factors appear to be involved in the high rate of 
depression among full-time workers. First, as already seen, 
work strain is more common among them. Risk is only 
greater among women with at least one of the five negative 
items and this holds for both married and single mothers 
(Table IV). Without such work strain, full-time workers 
had the same general low rate of onset as part-time workers. 

Second, onset was particularly likely to occur following 
a severe event involving some kind of ‘deviant’ behaviour 
on the part of a husband, lover or child, using this term 
m 1ts broadest sense. (Ongoing ‘deviancy’ difficulties were 
not included with deviancy events because of the problem 
of assessing their temporal status in relation to other risk 
factors, such as work strain.) Among full-time workers, 
50% (8/16) experiencing such a ‘deviancy event’ developed 
depression, compared with 24% (5/21) of the rest of the 
women with a provoking agent and nil (0/22) for women 

_ With no provoking agent (P<0.001, 2 d.f.). 

Seven women had a deviancy event involving a child and 
four developed depression. (The seven instances were 
daughter’s stealing and truancy, son sent to Borstal, son 





Part-time work No work 
Onset: % Onset: % 
8 (3/38) 26 (12/46) 
8 (1/12) 6 (1/16) 
8 (4/50) 21 (13/62) 


caught stealing a second time, two instances of a son in 
trouble with the police, pregnancy of a school-age daughter, 
discovery of school-age daughter on the ‘pill’.) Four of the 
seven were single mothers who were at the same time the 
main family wage earners. Commitment to work was 
marked in all seven, and all had personal motives, over and 
above material motives, for working. 

The remaining nine of the 16 full-time workers who 
experienced a deviancy event had one involving a husband 
or lover. (Two were public rows with the husband where 
the woman’s adequacy as a mother was called into question, 
three involved a husband’s infidelity, one his bankruptcy 
after persistent incompetence, and three a boyfriend’s 
violence or infidelity resulting in the ending of the 
relationship.) By contrast with the first seven women, only 
three of these nine were highly committed to work and five 
of the nine were married. They therefore as a group placed 
more emphasis on financial motives and tended not to have 
the same high personal commitment to work. (Four were 
main wage earners and two worked to clear family debts 
and loans.) 

Therefore both prior work strain and deviancy events 
relate to onset of depression among those in full-time work 
Interpretation of their respective roles in an aetiological 
sense is complicated by the fact that those with prior work 
strain were three times more likely to have experienced a 
deviancy event (33% (13/39) v. 10% (3/30), P<0.001) but 
not any other form of provoking agent (see denominators, 


TABLE IV 
Onset, work strain at first interview among women employed in follow-up period, and marital status among those with 
a provoking agent (n — 79)! 


All women 


Married Single mothers 








Work Full-time work Part-time work Full-time work Part-time work Full-time work Part-time work 
strain? L L 
Onset: % Onset: % Onset: % Onset: % Onset: % Onset: % 
Yes 48 (12/25) 11 (2/18) 40 (4/10) 15 (2/13) 53 (8/15) 0 (0/5) 
“No 9 (1/11) 8 (2/25) 14 (1/7) 5 (1/20) 0 (0/4) 20 (1/5) 


1. Five women employed during follow-up excluded because they were not working at first interview and therefore had no work strain 
ratings; and four women excluded because severe event was loss of job. 


2. Positive on at least 1 of the 5 ‘work strain’ scales. 
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TABLE V 
Onset by work strain and events involving ‘deviancy’ of 
husband, lover or child among full-time workers 





Work strain Provoking agent 
Yes No 
‘Deviancy’ event 
Yes No 
Onset: % — Onset: % Onset: % 
Yes 54 (7/13) 38 (5/12) 0 (0/14) 
No 33 (1/3) 0 (0/9) 0 (0/18) 
50 (8/169 24 (5/20 0 (0/32) 
Logit analysis for those with provoking agent 
Scaled a. f. P 
deviance 
Constant 9.908 
A  Deviancy event 7.169 2 .01 
B Work strain 3.437 1 NS 
A plus B 2.122 1 NS 


The best fitting model is B 


Table V). The association is such that few experienced a 
deviancy event without prior role strain (see denominators 
of left-hand column, Table V). A logistic regression based 
on the women with a provoking agent indicates that only 
work strain is needed to model onset (sze Table V). 
However, it should be noted that the comb.ned effect of 
a ‘deviancy’ event and work strain just fails to add over 
and above work strain. The inclusion of *deviancy' major 
difficulties in fact shows that both factors are required. It 
is necessary to keep in mind that deviancy events are highly 
related to prior work strain, and that neither work strain 
nor deviancy events are related to higher risE among part- 
time workers (footnotes 3 and 4, Table IV), nor deviancy 
events (experienced by four women) amonz the 62 non- 
workers. This suggests that full-time work itself plays a role 
and that a ‘deviancy event’ often mediates between work 
strain and onset of depression among such women. 

The seven deviancy events concerning ckildren appear 
to represent ‘failure in motherhood’ and would therefore 
underline any conflict between the women’s high personal 
commitment to work and need to see -hemselves as 
competent mothers. Definite conflict between role of worker 
and mother was expressed by four of the seven. (None of 
the three with low conflict developed depression.) Only one 
of the seven women had low self-esteem, a result consistent 
with their high commitment to work. 

In the second group of nine women where financial 
motives appeared to be important, the events concerning 
husband or boyfriend again represented some failure or 
rejection, and possibly confirmed a sense of being trapped 
in a difficult situation with no prospect of zelief from the 
onerous task of combining full-time work and domestic 
duties. Thus the two single mothers losing boyfriends saw 
their opportunities of marriage or cohabi-ing (and thus 
ultimately sharing the wage-earning role) disappear. Two 
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at least of the married women were publicly condemned 
by their husbands for poor mothering, despite their self- 
sacrifice in taking on a heavy workload to help finance the 
family. 


The higher risk of depression among those not 
working compared with those working part time 


Given the high risk of onset among full-time workers, 
evidence for any protective effect of work status is best 
sought by exploring the reason for the low risk of those 
working part-time, compared with those not working 
(Table III). 

First, there is the possibility raised by the earlier 
Camberwell research that such employment is protective 
only among women with shortcomings in core relationships. 
For married women inadequate support in a crisis usually 
involved shortcomings on the part of their partner, although 
occasionally they were let down by someone else who had 
been named as ‘very close’ (Brown ef al, 1986). Married 
women with such inadequate support with a provoking 
agent in the follow-up year did much better 1f they were . 
in part-time employment. Therefore, as predicted, and 
consistent with the carlier Camberwell research, it was just 
these women with inadequate support for whom work was 
related to a lower risk of depression - 19% (3/16) for part- 
time work and 52% (11/21) for non-workers. Logistic 
regression confirmed that both part-time work status and 
inadequate support with a crisis are required to model onset 
(Table VI). 

A similar test in terms of social support was not possible 
for single mothers as numbers are small, and both part- 
time and non-workers had low rates of depression (Table 
VI). (Most onsets among single mothers occurred to those 


TABLE VI 
Onset, employment status, and inadequacy of support with 
a provoking agent 





Inadequacy Not working Part-time 
of support Onset: 9 Onset: % ~ 
Married! 
Yes 52 (11/20) 19 (3/16) 
No 4 (1/24) 0 (0/20) 
Totals 27 (12/45) 8 (3/36) 
Logit analysis 
Scaled d.f. P 
deviance 
Constant 24.804 
A Inadequate support 5.806 2 NS 
B Work status 20.024 2 0.001 
C Aplus B 0.319 1 NS 


The best fitting model is both factors (A plus B) 


Single mothers? 
Yes 17 
No 0 


(1/6) 33 
(0/10) 0 


(1/3 7 
(0/8) 


1. Three unknowns for support. 
2. One unknown for support. 
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TABLE VII 
Onset by objective insecurity m marriage, and perceived insecurity concerning marriage among the 37 women with 
inadequate support with a crisis (i.e. top row Table VI) 


Objective insecurity in marriage 





Yes No 
Perceived insecurity Perceived insecunty 
Yes No Yes No Total 
Work status Onset: % Onset: % Onset % Onset: % Onset: % 
Not working 80 (8/10) 20 (1/5) 100 (2/2) 0 (0/4) 52 (11/21) 
Part time 50 (1/2) 0 (0/7) — 29 (2/7) 19 (3/16) 
Totals 75 (9/12) 8 (1/12) 100 (2/2) 18 (2/11) 38 (14/37) 


in full-time work - Table III). This difference between single 

mothers and the married mothers suggests that the clear- 

cut advantage of those in part-time work among the married 

may have had something to do with the quality of the 
^ marital relationship itself. 

Returning to the total sample of married mothers seen 
at the time of first interview, only 5 of the 25 scales 
concerning their marriage differed for non-workers and 
part-time workers. These, however, included the two 
measures concerned with any insecurity in the marriage: 
43% (47/109) of non-workers and 23% (25/108) of part- 
time workers were insecure in terms of the objective scale 
(P«0.01, 5 unknown), and 33% (36/109) and 10% 
(11/108) respectively perceived the marriage as a source of 
insecurity (P<0.001, 5 unknown). The scales of ‘negative 
interaction with partner’ and ‘identity destructive character 
of marriage’ also differed. These were, however, highly 
related to the two insecurity scales and added nothing extra 
to the analysis. The fifth scale concerned *husband's help 
with household tasks’: although ‘marked’ or ‘moderate’ 
participation was uncommon, non-working women received 
somewhat less than part-time workers (17% (18/108) v. 

30% (32/109), P<0.05). It is of some interest that a 
husband’s involvement in child-care did not differ by work 
status.. 

The possibility that these results represent a real 
effect of part-time work status on security 1s suggested 
by the fact that those in full-time work had the same relative 
absence of insecurity as part-time workers, that is, 21% 
(11/52) (compared with 23%) for objective insecurity 
and 4% (2/52) (compared with 10%) for perceptions of 
insecurity. 

These differences in insecurity associated with the marital 
relationship explain, in a statistical sense at least, the high 
risk of depression among the 21 non-working women with 
inadequate support with a provoking agent (top left-hand 
cell Table VI). High risk is entirely confined to those who 
had earlier conveyed insecurity about their marriage. (This 
is shown in Table VII, which gives details for the 37 married 

—women with inadequate support shown in the top row of 
Table VI). Perhaps surprisingly, participation of husband 
in housework was unimportant. NES plays no explanatory 
role: part-time workers had a lower risk of onset irrespective 
of NES. Of those with inadequate support, 7 out of 11 non- 


workers and 2 out of 10 part-time workers had an onset 
when they had NES compared with 4 in 10 and 1 in 6 
respectively with NES. 

Moreover, returning to the full sample, even when 
allowance is made for objective insecurity, non-working 
mothers perceived their marriages to be more insecure 
than part-time workers (see Table VIII). Since the same 
lower perceived insecurity holds for full-time workers, it 
appears that non-work status is associated with both 
more objective insecurity and a greater tendency to perceive 
insecurity in the marriage given such objective insecurity 
(Table VIII). 

Perceptions of insecurity in marriage almost always 
focused on the husband’s behaviour. For example, of 
the 29 women with a provoking agent who felt this way, 
14 mentioned the husband’s actual or possible infidelity 
or his drinking and gambling. Most of the rest were 
concerned with his failure to give support, to show 
affection, or to be present when wanted (10); only a 
few spoke of his health (3) or worry about money (2). 
Although few spoke about worry regarding money in the 
context of their insecurity, non-working women with 
a provoking agent did experience more financial problems 
when judged in objective terms (i.e. at least a ‘low- 
moderate’ money difficulty that had lasted six months or 
more, a rating of ‘definite financial hardship’, or as a 
family receiving social security or unemployment benefit - 
36% (16/45) v. 19% (7/36). Such problems were also 
more common among those who perceived insecurity - 
57% (16/28) v. 13% (7/55), P«0.001. Therefore in 
an objective sense (although not in terms of the woman's 
reporting) financial problems were often part of the 
background of the perception of insecurity of non-working 
mothers. 

However, interpretation of these findings will need to 
keep ın mind that, as would be expected, there were 
important demographic differences between those not 
working and those working part-time. In the sample of 
married mothers as a whole, those not working (n = 113) 
much more often than those working part time (n = 107) 
had a child of less than five years at home (74% v. 19%); 
much more often had been married for less than ten years 
(63% v. 24%); and were more often younger (25% under 
36 years v. 56%). 
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TABLE VIII 
Objective insecunty characteristics of marriage, work status and perceived insecurity of marriage for married women 
at first interview 


Objective insecurity in marriage 














Work status Yes No Total % objective 
insecurity 
% % % 
Not working 71 (34/38) 3 (2/61) 33 (36/109) 44 (48/109) 
Part-time 36 (9/25) 2 (2/83) 10 (11/108) 23 (25/108) 
Full-time 9 (1/11) 2 (1/41) 4 (2/52) 21 (11/52) 
Logit analysis (excluding full-time work) 
Scaled deviance d.f. P 
Constant 99.711 
A Objective insecurity 8.349 2 0.001 
B Work status 82.307 2 0.001 
A plus B 0.985 1 NS 
The best fitting model is both factors (A plus B) 
Discussion work, the deviancy event involving the child may well 


There was no suggestion in this survey that full-time 
work provided protection, and, indeed, contrary to 
our hypothesis, mothers in full-time work were at 
particularly high risk. However, among married 
mothers, those in part-time work were at lower risk 
than both the non-working and those working full- 
time. It has therefore been necessary to seek 
explanations for two phenomena: (a) the increased 
risk of full-time workers among those employed, and 
(b) the decreased risk associated with pert-time work 
compared with those not working. 

The much increased risk of depression among full- 
time workers was restricted to those mothers with 
work strain at the time of first interview, and to those 
experiencing a severe event during the follow-up 
year, involving the deviant behaviour of a child, 
husband or lover. Single mothers were particularly 
likely to belong to the high-risk group of the full- 
time workers, but given work strain or a deviancy 
event, a married woman was equally at high risk. 
As already noted, interpretation is not straight- 
forward because of the association of the two risk 
factors among those in full-time work “but not part- 
time work). 

One plausible interpretation is to see the effect of 
the deviancy events in terms of either a marked sense 
of failure as a mother or the experience of being 
trapped in an unrewarding situation, a part of which 
involved an overdemanding wage-earning role. For 
one group who experienced a deviancy event on the 
part of a child, commitment to work was high, in 
spite of the frequent presence of work strain. There 
seemed little doubt that while most enjoyed their 


have brought home to them the cost of their 
commitment in terms of a fundamental failure in 
their motherhood role. As a group they had high self- 
esteem. A second group of full-time workers with 
a deviancy event consisted of those who were 
motivated primarily by financial considerations and 
whose onset related to an event that either served to 
discredit the sacrifices they were making or empha- 
sised that they would have to remain imprisoned in 
an unrewarding family/work situation — that is, 
events could be said to involve some experience of 
entrapment. As a group they had low self-esteem to 
which their work experience might have made some 
contribution. Although speculative, some direct 
contribution on the part of the full-time work status 
of the women to increasing risk of depression is 
suggested by the fact that for women not in full-time 
work, deviancy events were not associated with a 
higher risk of depression than other types of 
provoking agent. 

The other factor, work strain, associated with 
increased risk among full-time workers, appears in 
itself (or as part of a complex of factors) to increase 
considerably the subsequent risk of a deviancy event 
Occurring on the part of a child, husband, or lover. 
It is certainly not difficult to see that at times a direct 
effect might be involved, say the neglect of a child 
due to long hours of work contributing to her 
delinquency, or a husband or lover's undependability 
leading both to the need to work on a full-time basis . 
(therefore with risk of role strain) and to a subsequent 
deviancy event on his part. However, the fact that 
there is a high rate of depression among those with role 
strain without a deviancy event (42%, 5/12, Table V) 
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is also compatible with the fact that work strain 
may on occasions play a direct role, for example 
exhaustion resulting from such strain increases risk 
of depression once a provoking agent has occurred. 
However, although plausible, it should be borne in 
mind that three of the five with an onset and work 
strain alone had low self-esteem and one a major 
difficulty that was associated with the misbehaviour 
(i.e. ‘deviancy’) of her young son at school. The most 
plausible interpretation of their depression would 
therefore still appear to be in terms of the risk factors 
already discussed in the Islington research - that is, 
factors involving the meaning of such aspects in the 
environment for the women rather than the impact 
in a more concrete sense. 

Given these findings concerning the potential 
negative impact of full-time work, evidence for a 
beneficial effect has to be restricted to those in part- 
time employment, and here the relevant comparison 

^is with those not in work. As in the Camberwell 
study, work was related to a lowering of risk when 
compared with a non-work status only for women 
with shortcomings in core relationships. Married 
women at high risk because of inadequate support 
with a provoking agent did much better if they were 
in part-time work. Prior research has suggested that 
participation of the husband in child-care and 
housework was a factor in whether a woman's 
employment contributed to her mental health (Kessler 
& McRae, 1982; Ross et al, 1983). However, help 
with children did not correlate with work status, and 
while a husband's participation in housework did 
show a modest association, this did not help explain 
the difference in risk. The most plausible explanation 
to emerge was that the particular risk of the non- 
working women was in some way related to their 

^ more frequent perception of insecurity associated 
with their marriage. 

The relevant findings are that the objective rating 
of insecurity in the marriage was highly correlated 
with perceived insecurity, but only the subjective 
measure was associated with an increased risk of 
depression. Furthermore the fact that non-working 
women more often perceived their marriages as 
insecure is sufficient to explain their subsequent 
much higher risk of depression. One possibility is 
that: 


non-work objective perceived y». onset 
— Status insecurity insecurity 
in marriage in marriage 


However, it is still necessary to link this to the fact 
that it is in the context of inadequate support with 
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a crisis in the follow-up year that non-working 
women do so badly. High risk (83%, 10/12) is almost 
entirely explained by non-working women with such 
inadequate support who also at the earlier interview 
perceived their marriages to be insecure. 

The high risk of non-working married mothers 
therefore appears to relate to difficulties in marriage 
as long as these had been earlier in some way 
‘internalised’ by the woman in terms of perceived 
insecurity. This, in the setting of subsequent 
inadequate support, appears to be sufficient to 
explain their high rate of depression. 

In the interpretation of the role of perceived 
insecurity of the marriage, it is the role of lack of 
work that has so far been emphasised. A case can 
be made for this. Non-working mothers in most 
instances were caring for younger children and had 
been married for a shorter period of time. Their 
greater insecurity (accompanied by negative elements 
in their marriages) echo many accounts of Western 
marriages describing the problems faced by mothers 
of young children, not least if they are working class 
(see Oakley, 1974; Gore & Geerkin, 1977; Boulton, 
1983). From this perspective, it is the circumstances 
under which young children are cared for, rather 
than the beneficial effects of part-time work, that 
is critical. Given that almost all non-workers, but few 
in part-time work, had a child under five, it is 
impossible therefore to rule out that it is negative 
circumstances surrounding the care of young children 
that explains the greater insecurity of the marriages 
of non-workers and hence their greater risk. 

However, it would be equally misguided at this 
point to rule out some direct positive influence 
stemming from part-time work as such. When 
objective features of the marriage were taken into 
account, non-workers still perceived their marriages 
to be more insecure, almost always in terms of actual 
or anticipated shortcomings in their husbands, in 
terms of infidelity, lack of support, and generally 
irresponsible behaviour. It is easy to see how working 
women might worry less in these terms. It is also 
possible to see how the extra degree of independence, 
both personal and financial (albeit modest), given 
by part-time work could help to mitigate irritability, 
quarrelling and the like in a marriage. 

At this point, it needs to be recalled that one of 
our main hypotheses was not supported. Self-esteem 
showed no clear overall relationship with work 
status, although it was somewhat greater among full- 
time workers. These essentially negative results were, 
in fact, one of the reasons for seeking to explain 
differences in risk of the three work groups in the 
terms of work strain, deviancy events, and perceived 
insecurity. However, given the importance of these 
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factors, we cannot rule out that self-esteem might 
well still play an important, albeit a complex, 
intervening role. For example, those perceiving 
insecurity in marriage had a high rate of low self- 
esteem. It would probably be unwise to rule out 
altogether that low self-esteem may still be found to 
a play a role, although the number of women 
involved in the present study is too small for a 
definite case to be made. (For non-working married 
women the proportion with NES and perceived 
insecurity in marriage is 51% (18/35), and without 
perceived insecurity 18% (13/73), P<D.001. For 
non-working women with a provoking agent the 
differences in proportions with onset when broken 
down according to NES and perceived insecurity just 
fail to reach significance, although the numbers are 
small.) 

In general the analysis suggests that the negative 
impact of a woman's work experience on depression 
is best seen as helping to specify some of the 
mechanisms underlying the model of depression 
developed on the basis of the Islington material as 
a whole - that is the one that has been developed so 
far in terms of the quality of close ties, especially 
in the home, and the experience of loss and 
disappointment particularly when ‘matching’ existing 
commitments, conflicts and difficulties (Brown ef al, 
1987; Brown, 1990). While our interpretations 
concerning the positive role of part-time work must 
remain speculative, there is a further reason for 
taking the possibility of a direct protective effect 
seriously. We have studied women who, by and 
large, asserted that they were happy with their status, 
either as a worker or a non-worker. An ideal, but 
fanciful, test of the role of work would require an 
experimental manipulation where workers were 
moved to a non-work and non-workers to a work 
status. Following such a reversal there might be a 
considerably raised risk of depression among women 
moving from a work to a non-work status. Given 
that such a study is impossible it would be short- 
sighted to rule out the possibility that part-time work 
may play an important and direct part in attenuating 
risk. It is also possible that those moving from non- 
work to work might be at an increased risk. The 
obvious policy implications of such an argument in 
the light of our results would involve making it easier 
for women to pursue their desired status, whether 
as worker or non-worker. However, he-e the much 
greater risk experienced by those mothers in full-time 
work, particularly among those who are single, needs 
to be kept in mind. 

So far as future research is concerned, the likely 
futility of investigating the effects of employment 
(or non-employment) without the closest attention 
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to how it meshes with a woman's life as a whole is 
clear; in particular, there is a need to relate any 
apparent effects to the now well established role of 
life crises and quality of support in the aetiology of 
depression. 
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*Not Worth Powder and Shot" 
A Reappraisal of Montagu Lomax's Contribution to Mental Health Reform 


T.-W. HARDING 


Dr Montagu Lomax worked as an assistant medical officer at Prestwich Asylum for two years 
from 1917. His book, The Experiences of an Asylum Doctor, was published in 1921 He was 
condemned by the psychiatric 2stablishment for his description of inhuman, custodial, and 
antitherapeutic conditions Access to previously confidential official papers, to the archives 
of Prestwich Hospital, and to Frofessor George Robertson's correspondence has permitted 
a reconstruction of the Lomax affair. Lomax was a dedicated and sincere clinician. Senior 


Ministry of Health officials regarded Lomax's book as ''temperate"', 


aa 


well founded’’, and an 


opportunity to secure public support for long needed legal and administrative reforms. Through 
his book, Lomax made a lastirg contribution to the cause of mental health reform. 


The ‘officlal’ version of the Lomax affair 


In July 1921, Dr Montagu Lomax published a book 
in which he described his experiences a3 an assistant 
medical officer working in two mental hospitals: 
Bracebridge Asylum, Lincolnshire, and Prestwich 
Asylum in Lancashire (Lomax, 1921). In the book, 
he was critical of asylum conditions; he advocated 
more active therapeutic interventions to secure the 
return of patients to the community; and he called 
for wide-reaching changes in asylum management, 
and a complete reform of existing mental health 
legislation. 

It was an ambitious initiative for an assistant 
medical officer and the short-term effects were 
dramatic. The book conveyed vividly the hopeless- 
ness, the inhumanity, and the regimentation of 
asylum life. The solutions proposed were, in contrast, 
imbued with optimism and therapeutic fervour. 
Lomax wrote well, with a refreshing, journalistic 
style. Newspapers seized on the book and solicited 
interviews and articles from Lomax. Many non- 
medical reviewers were favourable. Questions were 
asked in the House of Commons. In short, Lomax’s 
book became a cause célébre. 

The reaction of the psychiatric establishment was 
less favourable but highly predictatle. Dr Frank 
Perceval, the medical superintendent of Prestwich 
Asylum, asked by the Board of Control to comment 
on Lomax’s allegations, replied: **. . . personally I 
do not consider him worth powder and shot’’. Ina 
second letter, he ventured ‘‘that such gutter-press 
stuff as the Lomax book was beneatk notice". The 
Northern Division of the Medico-Psychological 
Association (MPA) passed a resolution stating that 
Lomax's ‘‘attack on mental hospitals . . . is not 
justified and is calculated to cause a great deal of 


unnecessary pain to relatives of patients" (MPA, 
1922). The resolution was passed to the Council of ` 
the Association, which ‘‘heartily approved" the 
condemnation of Lomax and his book. In unsigned 
“Occasional notes" published in the Journal of 
Mental Science (1922), probably from the pen of the 
Association's president, Dr Hubert Bond, Lomax 
was further castigated for ‘‘his imperfect knowledge 
and brief experience of his subject’’ and for *''the 
fillip [his book] gave to the growth of a miasma of 
slander and mendacity regarding . . . the treatment 
of patients in mental hospitals". His contribution to 
the debate on legal reform was seen as ‘‘unsavoury”’ 
and ‘‘superfluous’’. 

The Minister of Health appointed a committee, 
known as the Cobb Committee after its chairman, 
Sir Cyril Cobb, ‘‘to investigate and report on the 
charges made by Lomax and to make recommenda- 
tions as to any medical or administrative improve- 
ments which may be necessary and practicable in 
respect of the matters referred to by Dr Lomax 
without any amendment of the existing Lunacy 
Laws". At its hearings, the senior commissioner of 
the Board of Control placed on record ‘‘the 
most emphatic protest against the methods which 
Dr Lomax has seen fit to adopt in preparation and 
publishing his book . . ., the charges made were sheer 
nonsense and a gross calumny’’. Lomax was said to 
**pose as an expert", to be interested only in ‘‘the 
most sensational allegations” and to have lied about 
his own work at Prestwich Asylum, where he claimed 
to have secured the release of several patients against 
the wishes of his superintendent. Lomax did not give 
evidence, feeling that the members of the Committee 
were biased against him and that the terms of 
reference were too narrow (one of his principal 
demands was reform of the Lunacy Laws). The Cobb 
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Committee (Ministry of Health, 1923) rejected Dr 
Lomax's allegations. In another unsigned note in the 
Journal of Mental Science (1923), the **masterly and 
logical" report, reflecting the ''greatest credit on the 
breadth of view and mental acuity of the members 
of the Committee’? was welcomed. 

There this account should end. Lomax, a sensation- 
seeking liar, alarmed public opinion in an irresponsible 
and unjustified manner. The psychiatric establish- 
ment, the Board of Control, and the Ministry inquiry 
had set things right. 

There has always been, however, a grain of 
doubt concerning this version of the affair. Were 
not many of Lomax’s suggestions made in 1921 
curiously similar to the provisions of the 1930 
Mental Health Act, the single most important 
legislative reform affecting psychiatry in England 
and Wales? The manner in which Lomax’s evidence 
to the Royal Commission on Lunacy (1924-26) 
(the MacMillan Commission) was greeted was also 
surprisingly warm and appreciative: the chairman 
spoke of his ‘‘most interesting book” and paid 
tribute to ‘‘the very great care you have taken in 
considering this whole topic", and Lomax's evidence 
is cited frequently in the MacMillan Commission's 
report (19265). An author familiar with the area 
served by Prestwich Asylum has latterly referred to 
Lomax’s ‘exposure of asylum conditions”? (Hoenig, 
1960). 

This article re-examines the question of Lomax's 
contribution to mental health reform, taking 
advantage of several previously unpublished and 
confidential sources of information. 


Sources 


Published material 


A number of sources of published material relevant 
to Lomax's work exist, starting with his own writing: 
the book The Experiences of an Asylum Doctor 
(Lomax, 1921) and a number of articles in news- 
papers and weekly journals. There are also numerous 
reviews of his book in almost every newspaper and 
periodical of the time, as well as commentaries in 
medical journals. Questions and replies in the House 
of Commons, as well as information on the establish- 
ment of the Cobb Committee and difficulties 
encountered in its work are recorded in Hansard. The 
report of the Cobb Committee (Ministry of Health, 
1923) was published, but not the evidence before it. 
Lomax's lengthy evidence before the MacMillan 
Commission was published, as was all evidence taken 
by the Commission. The Journal of Mental Science 
provided editorial comments under the heading 
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“Occasional notes"', 
Council of the MPA. 


as well as decisions by the 


Documents available in the Public Record Office 


Previously confidential material can now be 
consulted at the Public Record Office. It includes 
internal memoranda and annotations of senior civil 
servants at the Ministry of Health, the Chief Medical 
Officer, the Permanent Secretary, and the Minister, 
Sir Albert Mond. There are also the minutes of 
meetings and the correspondence of the Board of 
Control. The evidence taken by the Cobb Committee 
both in public and in camera is also available. 


Clinical case records at Prestwich Hospital 


I undertook a systematic search of case files for 
patients in hospital at Prestwich during the period 
that Lomax worked as an assistant medical officer. 
Lomax’s notes can be clearly identified and studied 
in numerous patients’ files. 


Personal correspondence and recollections 


Unfortunately, I have not been able to trace Lomax’s 
own collection of correspondence. Nevertheless, 
copies of letters exchanged with George Robertson, 
professor of psychiatry at the University of Edinburgh 
at the time of Lomax’s work, are available 1n the 
archives of the Royal Edinburgh Hospital. A copy 
of Lomax’s book annotated by Robertson has also 
been consulted. Two psychiatrists who knew Lomax 
have communicated their reflections: Dr Doris 
Odlum and Dr C. Lamorna Hingston. Through 
them, I have also gained knowledge of the contacts 
between Lomax and Dr Helen Boyle, a leading 
‘reformist’ among English psychiatrists and the first 
woman to be president of the Royal Medico- 
Psychological Association (the MPA was to receive 
the title ‘Royal’ in 1926, and to become the Royal 
College of Psychiatrists in 1971). 


Re-appralsal in the light of 
information now avallable 


Lomax's clinical work 


Lomax worked at Prestwich Asylum for a total two 
years on two separate occasions, in the period 
1917-19. He describes in his book an inhumane 
regime, poor nutrition, brutal behaviour by medical 
officers and asylum attendants, and a high death rate 
among patients. Patients were seen infrequently by 
the medical staff and the visits by the official visitors 
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were peremptory and ineffective. He was particularly 
shocked by the inadequate food, the prison-like 
attire, the arbitrary punishments, the abuse of 
solitary confinement in unheated, pitch-dark cells, 
mechanical restraints, and the administration of large 
doses of croton oil as a punitive measure. Lomax 
describes the medical superintendent as remote and 
disinterested in the welfare of the patients, and he 
deplored the concentration of authority in all matters 
in a single person. He describes clearly the state of 
“asylum manufactured apathy and recalcitrance’’. 
“Behind the table” treatment was singled out by 
Lomax as: 


“‘an instance of the callousness of asylum authorities 
in all matters where the welfare of the Patients is pitted 
against the cost to the rate-payers. . . . Let the reader 
try to picture the scene. Here are a dozer. or more of 
the worst cases in the ward. Behind the table they sit 
all day with their backs to the wall. In front of them 
is an attendant always on duty. They have no amuse- 
ment, no exercise, no employment. Not even for meals 
do they change places or surroundings. Tne speech of 
these patients is often obscene and blasphemous, their 
habits quarrelsome and filthy, their persans dirty and 
malodorous. . . . Bestialized, apathetic, mutinous, 
greedy, malevolent — often quarrelling fiercely with each 
other at meal times, snatching away each other's food 
or spitting into each other's plates - they sit all day in 
their miserable corner, at once the most damning indict- 
ment and the most degrading example of our ‘humane 
and scientific’ treatment of pauper lunatics."' 


Prestwich was undoubtedly a badly acministered 
asylum, the largest in the country. The medical 
superintendent writes intemperately in his corres- 
pondence to the Board of Control. In a confidential 
minute for the attention of the Minister of Health, 
"on the criticisms of asylum administration 
contained in Dr Lomax's book” a civil servant, Mr 
(later Sir Percy) Barter, wrote: 


“Prestwich is a large asylum with nearly 3,000 patients, 
. . . the buildings are antiquated and the Medical 
Superintendent is not conspicuously efficient. . . . The 
subordinate medical staff are inadequate in numbers, 
poorly paid and often without any training in psycho- 
logical medicine." 


The clinical case records for male oatients at 
Prestwich Asylum in the period 1917-19 (Lomax was 
assigned mainly to male wards) reveal that notes were 
made on admission in the standardised format and 
thereafter between one and three annotations were 
made each year. Lomax evidently saw his patients 
more frequently since he usually made et least one 
or two notes each month. Two examples illustrate 
Lomax's therapeutic approach. 
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Case 1 


Mr T. S. had been admitted at the age of 30 in June 1908 
with the diagnosis of melancholia. In February 1914 he is 
described as: **weak-minded. Hears voices. Inclined to be 
truculent and domineering with other patients. A useful 
worker in the attendants’ mess room”, For the years 
1915-17, only three annotations are made. The patient 
“works in dining hall, also cleans brasses” but “suffers 
from delusions of persecution. Impulsive. Irritable”. In J uly 
1918: “hears imaginary voices and retains delusions of 
persecution but gives no trouble and is well behaved’’. This 
patient was in a ward with over 100 patients, which evidently 
passed under Lomax’s responsibility in September 1918, 
although he appears to have been familiar with the patients 
previously, probably by being on call during the night or 
at weekends. Lomax's notes read: 


Sep. 30: I cannot agree with the last note. I find no 
evidence of delusions or auditory hallucinations persisting. 
Is quiet and well behaved. Looks well and gives a rational 
account of himself. He has not been impulsive or violent 
since I have been here, now a year. Healthy. 


Oct. 30: Is maintaining his improvement. Had a long 
conversation with him this morning and find no signs 
of ‘‘mental reduction", except what might result from 
prolonged detention and mental inactivity. Memory seems 
fair. He has asked for his discharge, and has good 
work and wages offered him and a good home. Healthy. 


Nov. 10: Nothing to add to last note. His late landlady 
and a friend give him an excellent character and say that 
his breakdown 10 years ago was due to an unhappy love 
affair. 


Nov. 16: Discharged recovered. 


Case 2 


Mr J. McL. had been admitted in June 1916 aged 27 with 
a diagnosis of delusional insanity. He was described as 
“excitable, restless, hostile, delusions of persecution, 
smashing windows’’. Only two further notes were made in 
1916 and 1917. In August 1918, a note reads “Still very 
deluded. Suspicious; excitable; troublesome’’. As with the 
previous patient, Lomax evidently took over the case in 
September 1918. His notes reads as follows: 


Sept. 8: I entirely disagree with the above note. In my 
experience this patient has been steady, well behaved and 
rather phlegmatic than excitable. He is depressed at times 
and keeps to himself, being moody and unsociable, but he 
has much improved lately and gives no trouble. Health 
fair. 

Oct. 8: Improvement maintained. He appears to be 
naturally suspicious and melancholy, but I can detect no 
evidence of delusions. Health good. 


Nov. 8: Nothing to add to last note. 
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Dec. 8: This patient is childish and simple minded, but 
has behaved well ever since I have known him. He is inclined 
to be melancholy and mildly depressed at times, but is a 
good and steady worker. His mother and sister are anxious 
to have him at home and promise to take all care of 
him. 


Dec. 21: Discharged on trial. 


In this way, Lomax discharged many patients (47 
such cases in two wards were identified for the second 
half of 1918). There are also a number of cases of 
acute states of excitement and melancholia, where 
Lomax after admitting the patient followed them 
until discharge two or three months later. Once 
again, he paid great attention to contacts with the 
patient’s family and to establishing a relationship of 
confidence with the patient. 

Lomax’s notes were consistently more frequent 
and more detailed than any other assistant medical 
officer’s notes at that time. He was clearly a 
careful observer of behaviour and symptoms. He 
understood the psychological effects of prolonged 
institutionalisation. He talked with his patients. 
He made contact with their family and friends. 
He sought actively to discharge them. I could find 
no evidence that Lomax had himself prescribed 
excessive doses of croton oil, which was one of the 
charges made against him during the hearings of the 
Cobb Committee. 

I conclude that Lomax was sincere in his efforts 
and that his book reflected an authentic concern 
for patients and a series of ideas which he had 
himself tried to put into practice in the very 
difficult circumstances of an overcrowded, under- 
staffed, badly administered asylum. He obviously 
irritated the medical superintendent - indeed, the 
dislike was mutual. However, to claim that Lomax 
acted through malice, making ‘“‘disgraceful charges", 
is clearly unjustified. Lomax wrote his book after 
genuine attempts to put into practice ideas he had 
developed himself, no doubt with a feeling of 
growing frustration as he pursued his reading and 
came across accounts of the work of Robertson 
(1916) in Edinburgh and descriptions of mental 
hospitals designed on the villa system in Germany 
and the USA (Stansfield, 1914). 

, The evidence shows, therefore, that Lomax’s 

' clinical work and observations were entirely consistent 
with his writings. Certainly his experience was limited 
and he could be described as an idealist, but he 
obviously acquired clinical skills of observation and 
relating to patients, as well as an understanding of 
the harmful effects of institutionalisation. 
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Reactions by psychiatrists to Lomax’s work 


Published accounts show that Lomax was strongly 
condemned publicly by psychiatrists of his day. He 
is one of the very few physicians ever to have been 
personally condemned by the Council of the MPA 
or its successor, the Royal College of Psychiatrists. 
He was described in scathing and derogatory terms 
in the Journal of Mental Science. His knowledge, 
experience, honesty, motives, and good faith were 
all attacked. In a leading article on Lomax and his 
supporters, the British Medical Journal (1922) stated 
scathingly: 


“there appears to be an almost wilful tendency to 
misunderstand the aims, aspirations and suggestions of 
those actually concerned in the treatment of the insane 
and a complete forgetfulness of the fact that reforms 
which are now advocated have been the subject of 
discussion in the asylum world for many years”. 


Only one psychiatrist publicly supported Lomax. Dr 
L. A. Weatherly, author of A Plea for the Insane, 
published in 1918, defended Lomax’s views at the 
Cobb Committee, while advising Lomax himself not 
to appear. 

There were, however, at least two further psychia- 
trists who privately supported Lomax: Dr Helen 
Boyle and Professor George Robertson. Dr Boyle 
had been trained by Sir Maurice Craig. She started 
her first rudimentary ‘neurosis home’ in 1905 with 
five women patients suffering from nervous disability 
and exhaustion. She later founded the Lady 
Chichester Hospital in Hove, which received patients 
suffering from early forms of mental illness and 
provided intensive treatment based on psychotherapy, 
occupational therapy, and social contacts, in a small, 
humanely run hospital. Lomax corresponded with 
Dr Boyle and visited her hospital. It is likely that he 
remained in fairly close contact after the publication 
of his book, until his death, when he was living in 
or near Hove. Dr Boyle also encouraged Lomax to 
visit Jordanburn, run by Professor Robertson in 
Edinburgh. According to Dr Doris Odlum, a 
colleague of Dr Boyle, who also met Lomax: ‘‘Public 
opinion was deeply stirred by his book. . . . The older 
psychiatrists of course resented Lomax very much 
and the younger psychiatrists were very much under 
the authority of their seniors". Although Dr Boyle 
was to become president of the Royal Medico- 
Psychological Association, she was certainly outside 
the mainstream of English psychiatry. Another close 
colleague, Dr Lamorna Hingston, recalled ‘‘there 
was both antipathy and opposition from her 
colleagues in the Medico-Psychological Association". 

So Lomax did find discreet support from an 
influential but marginal group of English psychiatrists. 
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The support he received from Scotland was at a very 
different level. George Robertson was without doubt 
the leading British academic psychiatrist at that time. 
He was elected president of the Medico-Psychological 
Association in 1922. His presidential address, later 
reprinted in the Journal of Mental Science, was 
entitled, ‘“The hospitalisation of the Scottish asylum 
system"' (Robertson, 1923). Pointedly, exactly one 
year after the publication of Lomax's book, he 
described how asylums in Scotland had managed to 
abolish ‘‘their prison like features’’ and introduce 
trained nurses and other hospital features. Robertson 
had read Lomax’s book shortly after its publication. 
Many passages are marked in his personal copy and 
there are a number of approving comments. He also 
collected at least six newspaper reviews of the book, 
also annotating them and keeping them in his 
collection of cuttings. When he received Lomax’s 
first letter at the end of 1921, he immediately invited 
him to visit Edinburgh. Lomax visited twice and was 
impressed by the Jordanburn unit. Robertson advised 
Lomax against applying for membership of the MPA 
and also suggested that Lomax should not visit the 
hospital at the time of the Association’s annual 
meeting. Lomax must have been greatly heartened 
by Robertson’s support at a time when he was being 
attacked from all sides. However, Robertson stopped 
short of publicly supporting Lomax. He thought 
perhaps that supporting the cause of reform was 
more important than creating an open conflict with 
his English colleagues on the MPA’s council. 
Robertson had been absent from the council meeting 
where Lomax was condemned. (Dr Bedford Pierce 
was however present and voted in favour of the 
resolution. This did not prevent him accepting, 
barely two months later, the invitation of the 
Minister of Health to serve as a member of the Cobb 
Committee ‘‘to investigate and report on the charges 
made by Dr Lomax. . . ’’) 

After Robertson assumed the presidency of the 
MPA, the open attacks on Lomax in the Journal of 
Mental Science ceased within a few months. There 
is no way of knowing whether this was due to 
Robertson's intervention. A further exchange of 
letters between Lomax and Robertson took place in 
1925 when each commented favourably on the 
evidence given by the other to the Royal Ccmmission. 


Reactions by the Board of Control and the Ministry 
of Health 


In 1918, the Board of Control was a well-established 
body with over 70 years’ experience of visitation and 
contro] of asylums in England and Wales (the 
Board was originally established as the Board of 
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Commissioners in Lunacy by the Lunacy Act 1845). 
The Ministry of Health, on the other hand, was 
established only in 1918. The Lomax affair was to 
create considerable friction between the Board, with 
its traditional, conservative attitudes, and the 
Ministry, committed to promoting health reforms. 
As the Lomax affair developed, the Chief Medical 
Officer was to comment in a confidential minute: 
**Constitutionally the relation of the Board to the 
Minister has never been clearly defined". 

The Board noted the publication of Lomax's book 
at its monthly meeting in July 1921. The Visiting 
Committee to Prestwich Asylum was asked for its 
observations. Two months later, a memorandum to 
the Minister of Health on the book was “‘settled and 
ordered to be sent’’. 

Meanwhile, a civil servant in the Ministry, Mr P. 
Barter, had already prepared a long and detailed 
memorandum, to which reference has already been 
made (see under '*Lomax's clinical work"). I believe 
it is one of the most important and influential 
documents on mental health services ever drafted. 
In eight pages, Barter uses Lomax’s criticisms as the 
basis of a brilliant analysis of the ills of the asylum 
system and the need for legislative and administrative 
changes. After noting that ‘‘Lomax writes temper- 
ately’’, Barter starts by listing the ‘‘main counts in 
Dr Lomax’s indictment’’. He does not take a 
position on some of the detailed charges of cruelty 
but, in general, he concludes: ‘‘the indictment is I 
believe in the main well founded. Broadly speaking 
our asylums are barracks rather than hospitals and 
the insane are treated more like prisoners than 
patients". The memorandum then outlines the 
difficulties facing the Board of Control and the 
Visiting Committees of each asylum. As for reforms 
needed, he presses for two ‘‘most urgently needed’’: 
"some provision for the treatment of incipient 
mental disorder and a re-organisation of public 
asylums so as to provide for the proper grading of 
cases and individual treatment of each case.” 

He also makes a strong case for "intensive research 
into the causes of mental disorder,” arguing for ade- 
quate funds to be allocated by the Medical Research 
Council. The most important conclusions were: 


“Dr Lomax’s book has aroused public conscience and 
this seems a favourable opportunity of securing the 
appointment of a strong body (preferably a Royal 
Commission) to examine the whole question. I venture 
to suggest the appointment of a Commission, not 


because there is any doubt as to the main lines of reform. _” 


but primarily to secure the support of public opinion. 
-.. The book is important . . . because it has directed 
public attention to the defects of a system which has 
hitherto been taken on trust." 
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This minute was passed between the Chief Medical 
Officer, the Secretary of State, and the Minister, for 
whom it was detached from the file, for re-reading. 

The Board of Control's observations were less 
detailed, being limited to a blanket refutation of all 
Lomax’s charges. Barter notes, in October 1921: “It 
is a disappointing document . . . the Board are too 
much inclined to take the line that though there are 
*unsatisfactory' features at Prestwich, other asylums 
are all right. . . . In my view we cannot let the matter 
rest where it is, I can see no alternative to an 
independent enquiry”. 

The Ministry proposed an independent inquiry 
“by two outside alienists, Dr Craig and Dr 
Stoddart". The inquiry would examine not only 
Lomax's specific charges but the necessity of medical 
and administrative changes in asylums. The Board 
of Control was unhappy with this suggestion. The 
chairman, Sir Frederich Willis, in his reply to the 

~ Ministry, writes: ''My colleagues still have consider- 
able hesitation in thinking it wise to hold an enquiry 
at all". When pressed, he defined the Board's terms: 


“The sort of man I would like to see as Chairman is 
Sir Cyril Cobb . . . Bedford Pierce would do very well. 
I scarcely think Maurice Craig is suitable . . . a number 
of persons would not have confidence in him and his 
appointment would, I am told, cause considerable 
irritation. I feel it would undermine the authority of 
the Board of Control.” 


The Board also wished to limit strictly the terms of 
reference to the specific charges made by Lomax, leav- 
ing aside any recommendations on necessary changes: 
“We do not consider that the Committee suggested 
is competent to undertake such a roving enquiry". 

The Board had its way on the committee’s 

~ membership but not on its terms of reference. One 
other factor influenced the outcome: the secretary 
of the committee was to be Mr P. Barter. 

The Cobb Committee carried out its investigation 
without the help either of Lomax or of representa- 
tives of the asylum attendants, who also refused to 
appear. The conclusions reject a certain number of 
Lomax’s allegations, for example those concerning 
the abusive administration of croton oil, and 
considered that there were ‘‘gross exaggerations” in 
others. However, the Committee did form the 
impression that the administration of Prestwich was 
“too much centralized" and accepted that there 
**was ground for some of Dr. Lomax’s criticisms", 
of which eight were specified. The Committee also 

77 made a series of specific recommendations which 
implicitly vindicate much of Lomax’s thesis: asylums 
should be smaller; treatment should be individua- 
lised; the appointment of medical superintendents 
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should be approved by a central advisory board, and 
superintendents should have had training in psycho- 
logical medicine; medical officers should be 
encouraged to study by being accorded study leave; 
occupational therapy should be introduced and 
patients paid for their work; ‘after-care’ should be 
organised; research should be strengthened. Such a 
comprehensive list of recommendations was in itself 
a clear indictment of the asylum system. Most of the 
points had already been made in Barter's internal 
memorandum and in the Committee's report the 
wording used is often strikingly similar. 

The Board of Control reacted to the Cobb report 
in an ambivalent manner. In a memorandum to the 
Ministry, Sir Fredrich Willis ‘‘hoped [the report] 
will be of value in refuting the reckless charges made 
by Dr Lomax in his book. . . . Lomax's reasons for 
declining to appear are too trivial for argument”. As 
for the recommendations, the Board was sceptical - 
the main argument against change being costs: for 
example, ‘‘on the question of size . . . the argument as 
to expense is unassailable". In a public statement the 
Board put a braver face on things, with lukewarm 
approval for nearly all of the recommendations, 
implying that many had already been implemented or 
had been envisaged by the Board itself (Board of 
Control, 1923). 

Barter continued his campaign against the Board 
which he now clearly saw as an obstacle to change. 
He comments on the Board's confidential memor- 
andum: ‘‘a confused document . . . reminiscent of 
the somewhat remote and didactic attitude which the 
Board adopted when the appointment of the 
committee was first discussed. . . . It is difficult to 
gather in what way [the Board] would propose to 
give effect to the recommendations’’. He adds some 
personal observations, obviously based on his work 
as the Committee's secretary: ''The Visiting 
Committee of Prestwich did not know what was 
going on in their own institution. . . . It seems 
obvious that nothing will be done until Dr Perceval 
retires next June”. 

Barter's immediate superior Mr (later Sir Laurence) 
Brock took up the theme of the Board's conservatism 
and the need to stimulate change. In a note addressed 
to the Permanent Secretary, he regrets the decision to 
exclude Sir Maurice Craig from the Advisory Board 
on Medical Superintendents. The Board had 
continued to veto his nomination to any official 
body. ‘The Board of Control appears to make 
activity in the M.P.A. the main test of merit”. He 
underlines the fact that no real changes had followed 
the publication of the report. “‘I gather that the Cobb 
Committee formed an unfavourable impression of 
the Lancashire Asylum Board -an opinion much 
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more unfavourable than the language of the report 
might suggest. Considerable pressure may be neces- 
sary to put their house in order". 

Relations between the Ministry and the Board 
became increasingly acrimonious, with exchanges of 
letters framed in ironic terms and with hardly 
disguised contempt. Senior civil servants increased 
their pressure on the Minister to establish his 
authority over the Board, and to embark on a policy 
which would reduce the size of asylums to under 1000 
patients and introduce a variety of therapeutic 
programmes. Legal reform was also thought essential: 
“The Lunacy Act is now over thirty years old and 
asylum administration is lagging behind every other 
branch of medicine’’. The Board fourd its natural 
allies in senior members of the MPA (with the 
notable exception of Robertson, who however had 
little direct contact, since the Board was not 
concerned with Scotland) and in the loczl authorities, 
who were afraid that reform would bring an 
additional financial charge to the rates. 

In 1924, the Minister played his trump card by 
establishing the Royal Commission on Lunacy and 
Mental Disorder, thereby following the advice given 
by Barter in the weeks following the publication of 
Lomax’s book, and opening a long and wide-ranging 
debate on the future of mental health services in 
England and Wales. This is not the place for an 
account of the Commission’s work or its conclusions. 
Once again, Barter was to be secretary, thus ensuring 
his continuing influence on the development of mental 
health services. Evidence was heard from patients 
and from many professional associations, including 
the MPA and the British Medical Association. A 
number of individual psychiatrists gave evidence, 
among them Lomax, Boyle, and Robertson. Lomax 
was warmly received: his evidence takes up 26 printed 
pages (MacMillan Commission, 1926a). The most 
influential contributions appear to have been those of 
Dr John Carswell and Professor George Robertson. 
Their accounts of the evolution of asylum administra- 
tion and mental health services clearly established 
how Scottish psychiatrists had been able to take 
initiatives and develop new models of care, thanks to 
more flexible legislation and administration. At the 
turn of the century, Carswell had already developed 
in Glasgow a system of home visits to assess every case 
whete hospital admission was requested, and he had 
opened psychiatric wards in several of the Glasgow 
general hospitals. 

The recommendations of the Royal Commission 
were to some extent predictable. Once again, the pen 
of Barter is apparent. Most of the important 
recommendations were accepted by the government 
and incorporated into the Mental Treatment Act 
1930. The Act ended the distinction between ‘pauper 
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lunatics’ and others, it allowed voluntary admission, 
and opened the way to many developments in mental 
health services over the following 30 years. 

Lomax died three years later. Neither the Journal 
of Mental Science nor the British Medical Journal 
noted the event or printed an obituary. The Lancet 
(1933) characteristically paid tribute to Lomax **who 
had felt impelled by what he had experienced in 
asylums to write his book’’. 


Conclusion 


Ihave been concerned in this article to set the record 
straight concerning Lomax and to refute the serious 
charges made against him by senior psychiatrists of the 
day and orchestrated by the MPA. However, this art- 
icle sets out to do more than vindicate a long dead col- 
league. It also provides some insight into the process 
of change and the dynamics of mental health reform. 

The system of asylums established in the 19th ` 
century for humanitarian motives had become 
sclerosed, unmanageable, and chronically under- 
financed by the second decade of the 20th century. 
The asylums were a world apart; some better, some 
worse, depending on the personality and competence 
of the medical superintendent and the degree of 
parsimony of the local authority. 

Lomax was by no means the first to react against 
the system. His detractors pointed out, for example, 
the work of the committee on the ''Status of 
Psychiatry, etc." established by the MPA in 1914. 
However, the MPA’s position was always ambivalent 
in view of the position of some of the most senior 
members as medical superintendents. 

There were some contemporaneous exposures of 
asylum conditions. I have already referred to Dr 
Weatherly's book (1918). The magazine John Bull ~ 
ran a series of polemical articles on the conditions 
under which mentally ill ex-servicemen were treated 
in 1919, a highly emotive subject immediately after 
World War I. The Quaker Medical Society took up 
the case of cruel treatments and hardships in asylums 
in 1918-19, and the People's Labour League 
published a series of pamphlets on the plight of 
pauper lunatics in 1919-20. 

Truth (a sort of urbane Private Eye of its day) had 
already published, in 1914, an account of a woman 
who had been hospitalised for 12 years following a 
grief reaction. The case was taken up again in 1920 
by Truth as “the most complete and convincing 
exposure of the defects of the Jaw and the abuses of 
asylum management that has ever been published". — 
A complete account of this case was subsequently 
published in a book Experiences of an Asylum 
Patient, to which Lomax contributed a long introduc- 
tion and which reprinted the articles from Truth 
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(Grant-Smith, 1922). Another patient's moving 
account of his long years of hospitalisation under 
inhuman conditions in the United States was also still 
influential at that time: Clifford Beers’ A Mind that 
Found Itself (1908). 

Nevertheless, it was undoubtedly Lomax's book 
and the associated newspaper articles that caught the 
English public's mind and alerted public opinion on 
a wide scale. The Ministry of Health decided to use 
Lomax's book to wrest the initiative in mental health 
services from the Board of Control and the local 
authorities, and to start a process of change. We 
learn from confidential minutes how much of such 
a process is hidden from public view. On the one 
hand, there is the remarkable dedication, perspicacity, 
and industry of certain civil servants. On the other 
hand, one can question whether the degree of secrecy 
in their communications and lack of openness with 
Parliament and the public were desirable. Indeed, 

^this question could be put in the present tense. 

Lomax must have been hurt by the partial dis- 
avowal by the Cobb Committee, although he was 
quick to understand that its recommendations were 
a considerable victory for his cause. He must also 
have been disappointed to some degree by the failure 
of Boyle and Robertson to support him publicly. 
Perhaps he understood their position in a spirit of 
conspiracy to bring about change. All three must 
have been aware of the built-in professional con- 
servatism and inertia in the asylum system. 

Lomax did more than contribute to a process of 
mental health reform. His willingness to write frankly 
and to criticise provide an example to all mental health 
professionals who find themselves in settings where 
abuses occur, by no means a rare occurrence in 
contemporary psychiatry (Heginbotham, 1987). His 

" vivid descriptions of patients’ behaviour and mental 
state in asylums and of the institutional process 
produced insights which were to be rediscovered 30 
years later by Barton (1959) and Goffmann (1961), 
and studied systematically by Wing & Brown (1961). 
Lomax dedicated his book to ‘‘all the insane poor 
in sympathy with their sufferings and in the hope 
of alleviating their hardships”. This article is 
dedicated to Montagu Lomax in recognition of his 
humanity, his insight, and his courage. 
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Musical Hallucinations 
A Historical and Clinical Study 


G. E. BERRIOS 


A sample of 46 subjects experlancing musical hallucinations was analysed - 10 new cases 
in addition to 36 culled from the literature. When compared with controls, rt was found that 
musical hallucinations are far more common in females, and that age, deafness, and brain 
disease affecting the non-dominant hemisphere play an important role in their development. 
Psychiatric illness and personality factors were found to be unimportant. 


The concepts 


Hallucinations are speech acts reporting putative 
sensory experiences, believed to be causally unrelated 
to external stimuli (Ey, 1973; Johnson, 1978; Berrios, 
1985). They may involve any sense modality. 
Auditory hallucinations, particularly voices, are 
common, and their diagnostic relevance is made 
to depend upon phenomenology (e.g. content), 
attributed origin, relationship to brain disease, and 
presence of insight (Hécaen & Ropert, 1959; Lowe, 
1973; Junginger & Frame, 1985; Asaad & Shapiro, 
1986; Slade & Bentall, 1988). Musical hallucinations 
are less common, and hence there are not enough 
empirical data to evaluate their role in diagnosis 
(Morsier, 1938; Hécaen & Ropert, 1963; Ross ef al, 
1975; Ross, 1978). Their rarity may reflect a fact of 
nature, but under-reporting is likely to play a role. 
Musical hallucinations are found at the cross-roads 
of otological, neurological, and psychiatric practice. 

In general, what clinicians mean by ‘musical hallu- 
cinations' is the hearing of tunes or melodies. This 
is a rather restricted view, as the concept of music 
also includes harmonics, rhythms, and timbres. 
Hence, when pure rhythms are hallucinated, clinicians 
might hesitate to call them musical hallucinations. 
In other words, it is easy to decide that a subject is 
having a musical hallucination if he reports hearing 
**God save the Queen"'; it is less so if he reports hearing 
a piece by Stockhausen or von Webern. This is not 
just quibbling with words for, if musical hallucinations 
are to be causally related to brain sites (Gardner ef al, 
1977; Marin, 1982; Pribram, 1982; Za:orre, 1984), 
it is of the essence to know whether processing of 
information relating to melody, harmony, rhythm, 
and timbre occurs in a common locus. 

Since a musician is likely to report as ‘music’ 
hallucinatory experiences far more complex than the 
hearing of a ditty, the general reporting of musical 
hallucinations may be influenced by the level of the 
sufferer's musical training. The latter is also likely 


to influence the clinician's diagnosis of the site 
of the lesion, as there is some evidence that 
representation of musical information shifts with 
training from the non-dominant to the dominant 
hemisphere (Bever & Chiarello, 1974). 


Clinical aspects 


Musical hallucinations may be experienced in a 
variety of clinical situations which include disease 
of the ear (Petazzi, 1900), neurological (Penfield & 
Perot, 1963) and psychiatric pathology (Aizenberg 
et al, 1986), and toxic states (Victor & Hope, 1958; 
Malitz et al, 1962; Allen, 1985). Depending on the 
aetiology, onset may be acute or gradual, and the 
experience may or may not be accompanied by 
insight or delusional elaboration. Musical hallucina- 
tions may be the only complaint or be part of a 
constellation of noises (e.g tinnitus) which have 
usually heraided their appearance. The noises can 
*mature' (as with alcoholic hallucinosis) and become 
complex sound forms or tunes (Hécaen & Ropert, 
1963). In the case of deaf individuals, musical hallu- 
cinations may disintegrate after a time, to be replaced 
by short and iterative musical phrases, like the noise 
made by a scratched record, which cause, as a rule, 
psychological distress. When associated with strokes 
or depressive illness, musical hallucinations tend to 
disappear pari passu with the underlying pathology. 


Historical aspects 


The history of the current concept of hallucinations 
starts in the early 1800s (Berrios, 1982), and that 
of musical hallucination in the 1880s. Although 
references to deaf patients hearing voices (Esquirol, 
1838) or music (Baillarger, 1846; Griesinger, 1867) 
can be found in the medical literature since the early 
19th century, psychiatrists seem to have been less 
interested in them than ear specialists. Thus, Erhard 
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(1868), the great ENT pioneer, suggested various loci 
for these ‘subjective auditory sensations’: sensation 
of beat or pulsation, internal carotid; murmurs or 
bruits, vestibule; songs and music, cochlea; and 
bruits and tinnitus, the acoustic nerve. 

So, when the psychiatrist Régis (1881) became 
interested in the association between hallucinatory 
experiences and peripheral sensory defects (particu- 
larly of hearing and vision), he already had a 
hypothesis to test. His own view was that musical 
hallucinations resulted from positive and negative 
changes in the sensory pathways: positive changes 
(e.g. tinnitus) gave rise to noise (the ‘point de repére’) 
which served as the point around which the musical 
hallucination was to crystallise; negative changes 
(e.g. deafness) contributed by creating a state of 
deafferentation. To explain why musical hallucina- 
tions were so rare, in spite of the fact that deafness 
and tinnitus were so common, Régis (1896) was 

-forced to introduce covariates such as age and 
personality ‘traits’. 

During this period, psychological and organic 
hypotheses were available to explain the origin 
of hallucinations. Unilateral musical (and other 
auditory) hallucinations were considered, however, 
as indicating an organic (peripheral) aetiology 
(Robertson, 1881, 1901; Toulouse, 1892; Lugaro, 
1904; Tanabe ef al, 1986). After reviewing the 
evidence available, Toulouse (1892) concluded that 
a peripheral lesion alone could not explain the 
laterality of auditory hallucinations, and suggested 
that a cortical lesion was also required. Thus, a 
debate started as to whether personality or cortical 
factors were more important, and Lugaro (1904) and 
other members of the Italian school (Otonello, 1930) 
stood firmly for the former. Régis (1896) felt that 

- both may be important, and was later to suggest that 
presence of insight might serve to characterise those 
musical hallucinations that had organic as opposed 
to psychotic origin. Soon after, Claude & Ey (1932) 
re-opened the aetiological debate and described 
the so-called ‘organic hallucinosis’ syndrome, which 
they considered to be unrelated to psychotic 
hallucinations. Musical hallucinations were included 
in the former (Ey, 1973). 


Method 


Some 91 cases of musical hallucinations have been reported 
(Baillarger, 1846; Parish, 1897; Petazzi, 1900; Robertson, 
__.1901; Politzer, 1926; Keschner et al, 1936; L’Hermitte & 
Parcheminey, 1943; David et al, 1944, 1945; Paillas 
& Subirana, 1950; Mulder & Daly, 1952; Rosanski & Rosen, 
1952; Victor & Hope, 1958; Kleist, 1962; Malitz & Esecover, 
1962; Shurley, 1962; Ahlenstiel, 1963; Penfield & Perot, 1963; 
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Ross et al, 1975; Clovis, 1976; Ross, 1978; Miller & Crosby, 
1979; Raghuram ef al, 1980; Gilchrist & Kalucy, 1983; 
Hammeke et al, 1983; Sacks, 1985; Jonas, 1986; Patel ef 
al, 1987). Reports of cohorts, providing no individual 
clinical details, mention another 44 (Scott, 1975). Of the 
91 cases, only 36 contain sufficient clinical data to support 
statistical analysis (Régis, 1896; Petazzi, 1900; Keschner et 
al, 1936; Morsier, 1938; L’Hermitte & Parcheminey, 1943; 
David et al, 1944, 1945; Mulder & Daly, 1952; Rosanski 
& Rosen, 1952; Hécaen & Ropert, 1963; Penfield & Perot, 
1963; Ross et al, 1975; Miller & Crosby, 1979; Raghuram, 
1980; Gilchrist & Kalucy, 1983; Hammeke et al, 1983; Allen, 
1985; Sacks, 1985; Aizenberg et al, 1986; Jonas, 1986; Patel 
et al, 1987). To these, ten new ones (six examined 
personally) have been added. The 46 resulting cases 
constitute the sample, ‘Index 1’. 

The variables recorded in each case include age, sex, 
laterality of the lesion, ear disease, deafness, brain disease, 
insight, psychiatric illness, ability of the subject to modify 
the hallucinations, content of the musical hallucination, and 
other accompanying hallucinations. 

For the purposes of analysis and comparison, subjects 
with musical hallucinations who were also deaf (31 out of 
46) were made into a subsample, ‘Index 2’. Five control 
samples were also included: Control 3, 44 subjects with 
visual hallucinations (Berrios & Brook, 1985); Control 4, 
90 subjects with presbyacusis; Control 5, 38 subjects with 
tinnitus; Control 6, 207 subjects with inner-ear disease 
(Berrios et al, 1988); and Control 7, 21 subjects with visual 
hallucinations and advanced impairment of vision (Berrios 
& Brook, 1985). 

In addition, the sample of 69 patients with epilepsy and 
‘experiential’ hallucinations reported by Penfield & Perot 
(1963) was analysed statistically as 21 of these patients 
had, in fact, experienced musical hallucinations, either 
spontaneously or after cortical stimulation. 

Data were analysed on a IBM PC-AT computer by means 
of the sPss/PC v2 package (Norusis, 1988). 


Results 


Clinical features for the 46 cases are shown in Table I. 
Noteworthy are the marked predominance of females 
(80%), and the age of the group (mean 60, s.d. 19 years); 
32% of subjects experienced lateralised hallucinations, and 
in 62% the onset was gradual; 67% were deaf; and in 40% 
musical hallucinations were the only symptom. The latter 
proved to be mainly constituted by subjects with strokes, 
tumours, or epileptic foci, without deafness or psychiatric 
history. Songs, whether accompanied by instruments or a 
cappella, were the most common form of hallucination, 
religious and patriotic hymns being quite popular. 
Hallucinations tended, in general, to be heard most of 
the time, either as alternating tunes or as a repeating musical 
phrase. Gradual fragmentation of melodies was described 
in nine cases, and there was a tendency for it to correlate 
with duration of the disease, but this effect did not reach 
statistical significance. Insight (present from the start or 
soon gained) was present in 73% of subjects. There was 
no psychiatric history in 74% of subjects; this variable 
included both past history of mental illness and concomitant 
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TABLE I TABLE II 
Characteristics of 46 subjects experiencinz musical hal- Associated brain pathology 
lucinations 
Temporal lobe tumour 6 (5 right, 1 left) 
Sex EEG temporal foci? 5 (3 right, 1 left) 
female 37 Stroke 3 (3 right) 
male 9 Neurosyphilis 2 
Age: years Subarachnoid haematoma 1 
men Localised ‘atrophy’ 1 
mean 55.8, s.d. 21 Behcet’s Sadon 1 
median 52 Brain injury (traffic accident) 1 
women Induced by electroconvulsive 1 
mean 61.0, s.d. 18.8 cee 
median 64 None found or reported 28 
Lateralisation d 
bilateral 31 1. There was underlying pathology in three cases: stroke in 2 and 
right 8 tumour in 1. 
left 7 2. One case bilateral foci. 
Type of onset 3 Cases do not add up to 46 for there was some overlap in 
acute 17 pathology. 
gradual 29 
Modifiable TABLE III 
yes 6 Significant intra-group correlations 
30 
UNE 10 Age Onset Other Bran Psychiatric 
Predominant (acute) hallu- disease | disease 
instrumental 18 cinations 
b s Deafness — 0.46 —0.49 —0.49 
: Ear disease 0.41 
Insight Onset 0.48 — —0.47 
a n (gradual) 
no 
Ear disease! Insight 0.44  —0.51 
present 29 
absent 16 All values, P<0.01 (Bonferron corrected) 
Deafness TABLE IV 
present 31 
rig 15 Principal component analysis (12 variables) 
Other hallucinations? Factor extracted Eigenvalue | Cumulative 
tinnitus 16 variance (%) 
voices 11 
visual 3 ENT disorder 3 25 
absent — 18 Brain disease 1.7 41 
Psychiatric disorder Psychiatric disorder 1.4 54 
yes 12 Music 1.3 66 
no 34 





1. No information in one report. 
2. Total does not add up to 46 as some hallucinazions overlapped 


mental illness - in the case of the latter, depression 
accounted for most of the variance. Of the ten new cases, 
six were seen in neurological or ENT wards. In 39% of the 
whole sample there was evidence of brain disease; tumours, 
epileptic foci, and strokes (sited in the right temporal lobe) 
were common (Table I1). 

There was a significant correlation (after Bonferroni 
correction (Table III) between age and deafness (k — 0.46), 
and subjects with musical hallucinations of acute onset 
tended not to be deaf but had brain disease. Patients 
affected by ear disease tended to experience other 
forms of hallucinations, mainly tinnitus and humming, 





of gradual onset. Those with brain disease tended to have 
insight; those with psychiatric disease did not. 

Table IV shows the results of an exploratory factor 
analysis of the Index 1 sample. It accounted for 66% of 
the variance and extracted four factors: ENT disorder, brain 
disease, psychiatric disorder, and music. A discriminant 
function was then obtained by Wilks' method (compnising 
male, no deafness, acute onset, no psychiatric disease, no 
other hallucination) which could classify correctly 89% of 
the sample as having ‘brain disease’ (P<0.001). The 
discriminant function profiled subjects who were (a) male, 
and who had (b) no deafness, (c) musical hallucinations 
of acute onset, (d) unaccompanied by any other form of 
hallucination, and (e) no psychiatric disease. 
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TABLE V 
Musical hallucinations in index and control samples 





Samples Clinical content of sample Number Age: years (s.d.) .Female/male Source of comparative data 
Index 
1 Total 46 60.9 (19) 37/9 This study 
2 With deafness 31 66 (17) 26/5 This study 
Control 
3 Visual hallucinations 44 T1 (13.2) 27/17 Berrios & Brook (1985) 
4 Presbyacusis 90 74 (10) 45/45 Berrios et al (1988) 
5 Tinnitus 38 52 (13) 20/18 Berrios et al (1988) 
6 Inner-ear disease 200 6l Q1) 98/109 Berrios et al (1988) 
7 Visual impairment 21 732 (9.5) 14/7 Berrios & Brook (1985) 
Comparisons for age (t-test, two-tall Comparisons for sex (x?) 
Companson Value Significance Comparison Value Significance 
lv.3= 7.9 P<0.01 Iv.3= 2.87 NS 
lv 4= 12.4 P<0.01 1v.42 9.64 P<0.01 
lv.5= 4.13 P<0.01 ]v.5- 572 P«0.05 
lv.6= 0.06 NS lv.6= 13.8 P«0.01 
2v.4= 3.42 P<0.01 2v.7= 2.3 NS 
a 2v 73 1.84 NS 
TABLE VI sample and 30% had experienced at least one musical 
Statistical analysis of sample reported by Penfield & hallucination (only 42% had been spontaneous). A 
Perot (1963) significant predominance of women (Fisher’s exact test, 
So P< 0.05) was also found when only the subjects who had 
No. of cases 69 experienced spontaneous musical hallucinations were 
Male/female 35/34 considered. 
Age: years 
d 2959 Clinical vignettes 
mode 19 These have been chosen from the ten new cases to illustrate 
Side of lesion specific forms of presentation or clinical course. 
right 33 
left 36 
Tumour Case 1 
present 18 A. 56-year-old woman, the wife of a school headmaster, 
absent — 51 secretary of a local branch of the Women's Institute, had 
Atrophy/gliosis a history of hypertension but not of psychiatric illness. She 
. present 48 collapsed while walking her dog. In hospital she was found 
absent e 2 to be confused, and had left hemiparesis. Computerised 
Musical hallucinations tomography showed an infarction on the right temporal 
present 21 lobe. She intimated that she ‘might be going mad’, as she 
absent i 48 was hearing religious hymns, which were persistent and grew 
eee H worse when she plugged her ears with cottonwool. There 





1 Female preponderance, P<0 05 (Fisher’s exact test) 


Table V shows the results of comparing the two index 
samples with the five control groups (3-7). Patients with 
musical hallucinations were significantly younger than 
patients with visual hallucinations, presbyacusis, and 
tinnitis. There was a significant difference in sex ratios, 
with more females among the subjects with musical 

__ hallucinations than among those with presbyacusis or 
tinnitus. 

Table VI shows the results of the statistical analysis 
performed on the sample reported by Penfield and Perot 
(1963). As expected, they constituted a much younger 


was no evidence of peripheral ear disease or deafness The 
hallucinations resolved six weeks later. Her stroke left no 
obvious neurological sequelae. 


Case 2 


An 81-year-old lady, sprightly, living with a friend, had 
no evidence of cognitive impairment but had marked 
deafness; there was no family or personal history of 
psychiatric illness. She heard the voice of an imaginary 
companion in addition to her persistent musical hal- 
lucinations. The patient was found to have a right temporal 
focus on electroencephalography (EEG). There was marked 
attenuation of the hallucinations after treatment with 
carbamezapine (plasma levels 43 mmol/1). 
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Case 3 


A 75-year-old married woman, with a history of depression, 
an absence of deafness or brain disease, continuously heard 
"Away in the Manger" and other Christmas carols. 
She was found to be depressed. She was treated with 
antidepressants and neuroleptics and took her own 
discharge. Her general practitioner later reported that she 
was much better. 


Case 4 


A 46-year-old man, with no family or personal history of 
psychiatric illness, who was bright and articulate, developed 
severe deafness after a viral infection of the inner ear. He 
was suicidal and treated successfully for dep-ession. Three 
years later he developed tinnitus, which was worse on the 
right side; he began intermittently to hear a popular song 
as if through headphones. He felt for a time reassured that 
his hearing might be coming back, but once again he became 
depressed, with early-morning wakening; treatment with 
phenelzine and chlorpromazine gave good results. 


Case 5 


An 86-year-old woman, married, with severe deafness, had 
no personal or family history of psychiatric illness, and had 
worked as an executive secretary in the City for 40 years. 
She had become completely deaf ten years previously, 
although had rehabilitated fully. During the last five years 
she had developed tinnitus, and then began to hear tunes 
and songs from the 1920s. Amused and entertained by the 
music, she only complained when her hallucmations broke 
up into short musical phrases (like a scratched record). To 
alleviate her discomfort she would try to sing along with 
her musical hallucinations. EEG showed a right temporal 
focus. She responded badly to carbamezapine and was 
discharged six months later unchanged. 


Case 6 


A 79-year-old woman who had been hearing singing and 
music for about a year had, a few weeks before psychiatric 
referral, begun to hear voices telling her to move house and 
kill herself. On examination she was found to be deaf, 
depressed, with early awakening, and some suicidal 
thoughts; she had been taking amphetamines for about 
25 years (started as treatment for depression). She recovered 
on trifluoperazine, tailing off the amphetamines. The voices 
disappeared completely but she could still hear music. On 
follow-up three years later she could still Fear music but 
was untroubled by it. 


Discusslon 


Caution must be exercised in the interpretation of 
data of mixed provenance. This must not be allowed, 
however, to obscure the fact that tte sample of 
subjects with musical hallucinations reported in this 
paper is probably the largest thus far, and also that 
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the variables chosen for the analysis were robust and 
reliable. 

The most salient findings have been that musical 
hallucinations seem to be more frequently in elderly 
women affected by deafness, or by brain disease, and 
with no history of psychiatric illness. 

Before the predominance of women is accepted 
as a genuine finding, it is important to rule out 
sampling artifacts (the female pool available to 
develop musical hallucinations is larger because 
females live longer), or the intervention of mediating 
variables (e.g. deafness, epilepsy, brain tumour). 
Comparison with the various control groups showed 
that age does not seem to be an important factor (no 
difference with presbyacusis or tinnitus). Furthermore, 
female predominance was also found in the much 
younger sample reported by Penfield & Perot 
(1963). With regard to the intervention of a 
mediating variable, there is no evidence that epilepsy 
(Neugebauer & Susser, 1979; Dam ef al, 1985), 
deafness (Eastwood et al, 1985), tinnitus (Shulman, 
1981), or brain tumours (Zulch, 1965; Jones, 1986; 
Lovaste et al, 1986; Sutherland ef al, 1987) are more 
prevalent in females, nor that auditory hallucinations 
are more frequent in females with schizophrenia at 
any age (Koehler et al, 1977; Bettes & Walker, 1987). 

It is, however, interesting to note that there was 
also a predominance of females in a group of elderly 
people experiencing visual hallucinations (Berrios & 
Brook, 1985). It must therefore be concluded that 
there may be a tendency for women to experience 
(or to report) haliucinosis (i.e. hallucinations related 
to organic states) more often than men. This con- 
clusion cannot be extended, however, to hallucinations 
in general (i.e. voices in schizophrenia). On the 
basis of the information in hand, it is unwarranted 
to speculate as to the mechanisms involved in - 
this finding. It may be that women report their 
experiences more often, or that the finding indeed 
reflects differences in lateralisation (Waber, 1976; 
Levy, 1978). 

Other findings reported in this paper confirm 
views already expressed in the literature, namely that 
deafness (Ross, 1978), ear disease (Bryant, 1907), 
advanced age (Berrios & Brook, 1982), drugs (Victor 
& Hope, 1958; Allen, 1985), and brain disease 
(Penfield & Perot, 1963) are important factors in the 
generation and persistence of musical hallucinations. 

With regard to laterality of the lesion, in the case 
of subjects with tumours, strokes or epileptic foci, 
the indication is that the non-dominant hemisphere 
plays an important role. This finding fits in well with 
what is known about music processing in the brain 
(Critchley & Henson, 1977; Clynes, 1982; Zatorre, 
1984; Marin, 1982; Gardner et al, 1977). It also 
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suggests a dissociation between musical hallucinations 
and the putative mechanisms linked to hallucinatory 
voices in schizophrenia which, as expected, seem to 
be related to the dominant hemisphere (Bazhin et al, 
1975; Trimble, 1987). 

This paper has little to say with regard to the 
differential diagnosis of musical hallucinations, 
except that, occasionally, subjects with true palin- 
acusis (Jacobs ef al, 1973; Malone & Leiman, 1983) 
(like the second case of Hécaen & Ropert (1963)) 
might be misdiagnosed as suffering from genuine 
musical hallucinations. 


Conclusions 


Musical hallucinations are rare. They seem to 
be more common in women and this sexual 
predominance is unlikely to have resulted from 
sampling bias. Ear disease, deafness, and brain 
— disease seem to play a major role in their aetiology. 
Brain disease tends to affect, as neuropsychology 
would dictate, the right or non-dominant hemisphere. 
It is likely the factors such as psychosis and 
personality traits play only a minimal role in the 
development of most musical hallucinations. 
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First-Rank Symptoms of Schneider 
A New Perspective? 


MICHAEL R. TRIMBLE 


Based on evidence from patients with epilepsy who develop a schlzophrenia-like illness, it 
is argued that the first-rank symptoms of Schnelder are closely related to temporal lobe 
pathology, particularly in the dominant hemisphere. It is suggested that the first-rank symptoms 
should be seen as signifiers of temporal lobe pathology, as opposed to being pathognomonic 


for schizophrenic illness. 


Kurt Schneider represented a line of psycho- 
pathologists, that began before Kraepelin, who 
developed concepts that recognised the primacy 
.of psychiatric diseases, and the essential differ- 
ence of symptomatology between varying conditions. 
After Kraepelin had defined the two major psy- 
choses, schizophrenia and manic-depressive illness, 
attempts had been made to define the pheno- 
menology of schizophrenia more precisely. Bleuler 
(1950; first published 1911) commented, ''The 
disturbance of associations, and also probably 
the type of hallucinations are characteristic . . . the 
phenomenon of thoughts being heard occurs only 
very rarely in other psychoses . . . the delusion that 
everyone already knows what the patient is thinking 
is almost pathognomonic’’. 

Schneider (1974; first published 1957) clearly 
delineated the symptoms of first rank in 1939: 


(a) the hearing of one's thoughts spoken aloud in 
one's head 

(b) the hearing of voices commenting on what one 
is doing at the time 

(c) voices arguing in the third person 

(d) experiences of bodily influence 

(e) thought withdrawal and other forms of 
thought interference 

(f) thought diffusion 

(g) delusional perception (an abnormal signi- 
ficance attached to a real perception without 
any cause that is understandable in rational 
or emotional terms) 

(h) everything in the spheres of feeling, drive, and 
volition which the patient experiences as 
imposed on him or influenced by others. 


—These were derived from observation of many 
patients, and Schneider (1974) said they ‘‘always 
signify schizophrenia”. He was concerned for clarity 
of psychopathological descriptions, noting that the 


first-rank symptoms presented no undue difficulty 
with regard to their clinical recognition. He said of 
the first-rank symptoms that they could be '*grouped 
under the concept of permeability of the barrier 
between the individual and his environment. . . ."' 
There was, of course, one important caveat, namely 
that no somatic basis for the illness could be 
determined. 

The first-rank symptoms of Schneider have come 
under considerable criticism in recent years. The 
suggestion that their presence is pathognomonic for 
schizophrenia was advocated mainly by psychiatrists 
of the Anglo-Saxon school, much less reliance being 
given to them by many other European and American 
psychiatrists. As they became subject to scrutiny it 
was clear that not all schizophrenic patients displayed 
first-rank symptoms, although Schneider himself was 
well aware of this. It was their presence rather than 
their absence which was fundamental for the 
diagnosis. However, it was also clear that they could 
occur in other conditions, for example in mania, and 
further Koehler (1979) has argued that their clinical 
boundaries are less clear than they at first appear. 
Other criticisms drawn against first-rank symptoms 
are that they do not relate to prognosis (Silverstein 
& Harrow, 1978) (although the necessity of this seems 
somewhat strange since there are few symptoms in 
medicine that relate to prognosis) and their herita- 
bility is zero (McGuffin et al, 1984). 

In spite of these criticisms, the first-rank symptoms 
have influenced a number of diagnostic systems. 
These include ICD-9 (World Health Organization, 
1978), and the forthcoming ICD-10; the Research 
Diagnostic Criteria of Spitzer et al (1978); the Taylor 
& Abrams Scale (1978); DSM-III (American 
Psychiatric Association, 1980) and more recently 
DSM-III-R (American Psychiatric Association, 
1987); and the Present State Examination (PSE; 
Wing et al, 1974). The latter, which employs 
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information obtained from patients using a semi- 
standardised rating scale, uses a computer program 
(CATEGO) to give diagnostic classifications of 
patients’ illnesses. The system is hierarchically 
based, but gives high priority to the presence of some 
first-rank symptoms. It is argued here that their 
usefulness is due to their presence reflecting pathology 
of the central nervous system, especially in the 
temporal-limbic areas of the brain. 


Organic brain syndromes and p3ychlatry 


Although it is clear that an acute insult to the brain 
provokes psychiatric disturbance, variously referred 
to as an organic brain syndrome (DSM-III) or 
delirium, there are a number of neurological illnesses 
which are known to provoke psychiatriz illness in the 
absence of clouding of consciousness, often of a 
prolonged or a fluctuating nature. Examples include 
head trauma, encephalitis, the psychoses associated 
with Huntington's chorea, the eutonia and euphoria 
of multiple sclerosis, and the various interictal 
manifestations of epilepsy (Trimble, 1931). Although 
in some of these the precise phenomenology of the 
mental state has yet to be clarified, the interictal 
psychoses of epilepsy are of prime importance 
because in a number of patients they resemble 
psychoses seen in the absence of epilepsy. One form 
of interictal psychosis is the schizophrenia-like 
psychosis, which may occur in 3-9% of patients at 
some time during their lives (Trimble, 1988). 

Although psychotic states in epilepsy have been 
recognised for over 100 years, the modern literature 
begins with the writings of Pond (1957), Hill (1953), 
and the extensive series of Slater & Bea-d (1963). The 
latter described the clinical state and accompanying 
investigations of 69 patients with psychoses of 
epilepsy which they referred to as schizophrenia-like. 
They made the point that the patients presented with 
delusions in clear consciousness, and while primary 
delusions were rare, religious or mystical themes were 
common. First-rank symptoms, especially auditory 
hallucinations, were common, and the authors noted: 
"'not one of the cardinal symptoms of schizophrenia 
has not been at some time exhibited by these 
patients”. 

Although Slater and others recognised that there 
were some differences between these szhizophrenia- 
like states of epilepsy and schizophrenia per se, the 
fundamental point was their close similarity, and 
thus the potential for attempting to understand the 
pathogenesis of schizophrenia using epilepsy as a 
model. The prime differences were tha: patients with 
the schizophrenia-like psychoses of epilzpsy remained 
mainly warm in affect, and did rot show the 
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deterioration typically seen in schizophrenia. 
Further, severe motor symptoms were rare, and the 
typical pre-morbid schizoid personality, said to be 
associated with schizophrenia, was not seen. Slater 
& Beard (1963) further made the point that there 
seemed to be a lack of family history for schizo- 
phrenia in these patients, unlike the relatively 
clear genetic predisposition noted in schizophrenia, 
and that when the type of epilepsy was considered, 
epilepsy arising from the temporal lobes appeared 
over-represented. 


Recent investigations of the 
schizophrenia-like states of epilepsy 


In order to be more precise regarding the psycho- 
pathological phenomenology of these states, Perez 
& Trimble (1980) used the PSE and CATEGO classi- 
fications to compare 24 patients with epilepsy 
and psychosis with 11 patients with schizophrenia. 
diagnosed clinically by two psychiatrists. There were 
no age or sex differences between the groups. The 
schizophrenic patients were not known to have 
suffered from any epileptic seizures, and formed 
successive referrals to a neuropsychiatric unit. 
The patients with epilepsy and psychosis were 
consecutively referred, all of them having a psy- 
chosis, in clear consciousness, present for at least 
a month. These patients had interictal psychoses in 
a classic sense, and none could be directly related 
to the ictus. The CATEGO subclass classifications are 
shown in Table I, where it can be seen that 50% of 
the patients with psychosis and epilepsy were 
classified as schizophrenic. The majority of these had 
nuclear schizophrenia, while other patients in the 
sample variously presented with manic, depressive, 
or paranoid symptoms. The frequency of the - 


TABLE I 
CATEGO subclasses and classes — diagnostic comparison 
between epileptic psychotic and schizophrenic patients 


Epileptics Schizophrenics 





Subclasses diagnoses 





(n= 24) (n=11) 
Nuclear schizophrenia 11 9 
Schizophrenia without first- 1 — 
rank symptoms 
Residual schizophrenia/mania I — 
Manic psychosis 3 — 
Psychotic depression 3 1 
Paranoid psychosis/retarded 3 — 
depression Là 
Paranoid psychosis/affective 1 — 
psychosis 
Paranoid psychosis 1 1 





FIRST-RANK SYMPTOMS OF SCHNEIDER 


TABLE II 
CATEGO subclasses and classes — diagnostic comparison 
between psychotic patients with temporal lobe and with 
generalised epilepsy 
a a a ee ehe sr e 
CATEGO subclasses Temporal lobe Generalised 
epilepsy epilepsy 
(n— 17) (n 7) 


Nuclear schizophrenia 11 — 

Schizophrenia without first- — 
rank symptoms 

Residual schizophrenia/mania — 

Manic psychosis i 

Psychotic depression 1 

Paranoid psychosis/ 2 
retarded depression 

Paranoid psychosis/ 1 — 
affective psychosis . 

Paranoid psychosis 1 1 

ia eee eee ee ee 








individual first-rank symptoms was similar in 
the schizophrenia-like epilepsy and the schizophrenic 
non-epileptic groups. 

Table II shows the CATEGO subclasses when 
patients with temporal lobe epilepsy were compared 
with those with generalised epilepsy. In this investi- 
gation, temporal lobe epilepsy was diagnosed 
clinically with additional evidence on the electro- 
encephalogram (EEG) of unilateral or bilateral 
temporal REG abnormalities. The classification of 
the EEGs was carried out blind to patient diagnosis. 
It can be seen that while schizophrenia occurs in both 
patient groups, nuclear schizophrenia is exclusively 
identified with temporal lobe epilepsy (P< 0.05). 

From this clinical and EEG investigation, it would 
appear that a psychosis which resembled nuclear 

™ schizophrenia is primarily associated with epilepsy 
arising from the temporal lobes, these studies 
validating the earlier suggestions of Pond, Hill, and 
Slater & Beard. Flor-Henry (1969) introduced the 
concept of laterality. Thus, based on his own 
investigation of patients with epilepsy who were 
being investigated for temporal lobectomy, he noted 
that if they were psychotic they were more likely to 
present with a schizophrenia-like psychosis if they 
had a lesion in the dominant hemisphere, and a 
manic-depressive psychosis with a non-dominant 
hemisphere lesion. Perez et a/ (1984) explored this 
hypothesis further by examining the CATEGO sub- 
classes of patients from their sample with temporal 
lobe epilepsy who either had a right-sided or 

Ta left-sided focus. They found an over-represen- 
tation of nuclear schizophrenia in patients with 
left-sided, dominant-hemisphere changes on the 
EEG. 
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In recent years it has been possible to evaluate 
patients with epilepsy and psychosis using the new 
imaging techniques, including computerised tomo- 
graphy (CT), positron emission tomography (PET), 
and magnetic resonance imaging (MRI). Using PET 
with radioactively labelled oxygen (15O), Gallhofer 
et al (1985) examined patients with epilepsy and 
psychosis interictally, noting differences between 
them and patients with complex partial seizures and 
no psychosis. Although the numbers were small, the 
majority of patients in the psychotic group had 
identifiable first-rank symptoms of Schneider, and 
were rated nuclear schizophrenic on the PSE. The 
patients with psychosis had a greater disturbance of 
cerebral metabolism than their controls, but of more 
interest, when compared with those who were non- 
psychotic, the psychotic group had significantly 
greater hypometabolism in several areas on the left 
side compared with the right, most notably in the 
temporal lobe regions of interest. 

More recently an investigation using MRI has been 
completed (Conlon ef al, 1990). As part of a larger 
study examining 50 patients with epilepsy comparing 
their MRI T, values with those of 14 non-epileptic 
controls with no known neurological or psychiatric 
illness, 17 patients with psychosis and epilepsy were 
especially examined, and the PSE was performed on 
them. All psychotic patients were clinically evaluated 
first, and had psychosis presenting in clear conscious- 
ness interictally. Twelve were rated nuclear schizo- 
phrenic, and eight of these had auditory hallu- 
cinations of the Schneiderian type. Seventeen 
patients in the sample had no past or present evidence 
of psychiatric illness. When patients with epilepsy 
and no psychiatric illness were compared with those 
with epilepsy and nuclear schizophrenia, no signi- 
ficant differences were noted in different regions 
of interest from several areas of the brain. However, 
when psychotic patients with hallucinations were 
compared with psychotic patients without, a signi- 
ficant difference was seen in the left temporal 
white matter, patients with hallucinations having 
larger T; values (P«0.05). Although the underlying 
aetiopathogenesis of the increased T, values is 
unclear, generally such increased values represent 
underlying tissue change, and in a larger investigation 
of patients with epilepsy (Conlon et al, 1988), focal 
changes of T, values in a similar direction were 
noted, which corresponded to the side and site of 
the EEG focus in patients with temporal lobe epilepsy. 


Laterality and schizophrenia-like symptoms. 


Summarising, patients with epilepsy arising from the 
temporal lobes may present with a schizophrenia-like 


198 


TABLE III 
Left-sided and right-sided temporal lesions i3 patients with 
a schizophreniform psychosis of epilepsy 








Author No. Left Rizht Bilateral 
Slater & Beard (1963) 48 16 2 20 
Flor-Henry (1969) 21 9 2 10 
Gregoriadis et al (1971) 43 43 0 0 
Taylor (1975) 13 9 4 0 
Hara et al (1980) 10 6 4 0 
Sherwin (1981) 6 5 1 0 
Sherwin (1982) 7 5 2 0 
Toone et al (1982) 12 4 0 8 
Ounsted & Lindsay (1981) 9 7 0 2 
Perez & Trimble, 1980 11 8 2 1 
Total 180 112 27 41 


psychosis and first-rank symptoms, closely resembling 
schizophrenia in the absence of epilepsy. Other 
schizophrenia-like presentations may occur in epi- 
lepsy, but these do not appear to be linked to the 
temporal lobes. It is more likely that pathological 
disturbances as reflected in the EEG, P2T, and MRI 
scans will be identified in the dominant hemisphere 
if the first-rank symptoms are used to identify and 
categorise the mental state. Table III presents a list 
of investigators, including the ones quoted above, 
who have noted a laterality relationship between the 
dominant side of the focus in epilepsy and a 
schizophrenia-like presentation. While it is accepted 
that there are negative investigations in this regard, 
including the original one of Slater & Beard 
(1963), the majority of negative studies do not 
use Schneiderian concepts when formulating their 
diagnoses. For example, Jensen & Larsen (1979) 
referred to chronic paranoid states, while Kristensen 
& Sindrup (1978) studied a large series of patients 
having paranoid ideas and/or hallucinations in a 
state of clear consciousness. 

Of interest is that the majority of authors shown 
in Table III have used the concept of first-rank 
symptoms when defining the schizophrenia-like state. 
In other words, the authors most likely to identify 
the development of schizophrenia-like symptoms 
with temporal lobe epilepsy especially arising from 
the dominant hemisphere also conceptualise the 
classification of schizophrenia as beinz signified by 
one or more of the first-rank symptoms. 

It has been recognised, since the classic investi- 
gations of Kluver & Bucy (1939), and the conceptual 
developments of Papez (1937), Yakovlev (1948), 
and MacLean (1970), that the limbic system, 
represented primarily by medial temporal lobe 
structures such as the amygdala and hippocampus, 
and their connections to the subcortical forebrain, 
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plays a crucial role in the modulation of behaviour, 
affect, and emotions. The main areas of pathology 
in patients with temporal lobe epilepsy are in the 
amygdala and hippocampus, particularly in patients 
with mesial temporal sclerosis, one of the commonest 
conditions resulting in temporal lobe epilepsy. 
Further, structural lesions, for example tumours, 
hamartomas, and angiomas that result in epilepsy, 
are often strategically placed in similar areas. 
Patients with temporal lobe epilepsy, therefore, have 
clearly identifiable abnormalities in regions of the 
brain considered crucial for behaviour, and further- 
more often have such abnormalities continuing for 
many years from childhood. Patients who develop 
psychoses are more likely to have had their epilepsy 
since late childhood or early adolescence (Taylor, 
1975), the continuing epileptic dysfunction thus being 
present during the time of development of symbolic 
language and crucial interpersonal peer relationships. 
It is thus not surprising that temporal lobe epilepsy- 
is associated with severe psychopathology in some 
patients, and the suggestion that it is those primarily 
with medial (limbic) temporal lobe epilepsy who are 
affected would seem a corollary. This is supported 
by the work of Kristensen & Sindrup (1978), who 
noted that patients with psychosis and epilepsy were 
more likely to have medial temporal as opposed to 
lateral temporal lesions, the site of the focus being 
identified using sphenoidal electrodes. Furthermore, 
in work using implanted electrodes, Heath (1982) 
demonstrated that patients with psychosis and 
epilepsy, or indeed with psychosis in the absence of 
epilepsy, frequently showed spiking of an epileptic 
type in the amygdala and hippocampus, which 
classically spread to involve the limbic structures of 
the forebrain (referred to by Heath as the septal area) 
when the psychosis became florid. 

The data presented above suggest that a schizo- 
phrenia-like state presenting with  first-rank 
symptoms is particularly associated with limbic- 
temporal pathology. The first-rank symptoms are, 
as it were, signifiers for such sites of pathology, and 
when present clinically suggest that abnormalities 
should be sought in those areas of the brain. This 
is not to say that schizophrenia is an illness which 
can be localised to such regions, and neither does 
it state that patients with schizophrenia will only 
show temporal lobe pathology. However, there is 
now a considerable amount of evidence that many 
patients with schizophrenia in the absence of epilepsy 
do show temporal lobe disturbances which can be 
identified by EEG, PET, MRI, neuropsychology, ^ 
and evoked potential investigations. Recent neuro- 
radiological and neuropathological data also support 
these conclusions (Trimble, 1988). 


FIRST-RANK SYMPTOMS OF SCHNEIDER 


Clinically, the analogy may well be with speech 
disorders. We recognise that if a patient presents to 
us with aphasia, without further investigations, it is 
possible to speculate that there will be some 
pathology in the areas of the brain that modulate 
speech, and that this in the majority of patients is 
in the dominant hemisphere. Similarly, psychiatrists 
should conceptualise, in their thinking of psychiatric 
illness, the underlying neural apparatus (the limbic 
system) which primarily modulates behaviour. It is 
thus suggested that the first-rank symptoms, far 
from having any specificity for schizophrenia, 
have specificity for an anatomical localisation of 
abnormality related to the temporal limbic structures, 
particularly, but not necessarily exclusively, in the 
dominant hemisphere. The first-rank symptoms of 
Schneider are primarily disturbances of symbolic 
thought and language and specific auditory 
hallucinoses. The dominant hemisphere is known to 

-regulate speech and to be involved in auditory 
processing, and it is therefore not inconceivable that, 
arguing from the aphasia analogy, pathology in the 
limbic system on the dominant side of the brain 
would severely disrupt the development of such 
faculties. Although it is thought that Schneider 
derived his list of heterogeneous symptoms 
empirically, they can, as Schneider pointed out, be 
grouped under the concept of ‘permeability’ of the 
barrier between the individual and his environment, 
and it is these medial temporal structures which form 
the underlying anatomical correlates of that 
permeability. Environmental information, initially 
processed by primary sensory receptive areas, pass 
information through association cortices, and in a 
cascading fashion to the entorhinal cortex and hence 
to medial temporal structures such as the amygdala and 

- hippocampus. The latter receive internal information 
about the self from the midbrain and forebrain 
limbic structures and hypothalamus, thus being 
structures which receive both exteroceptive and 
interoceptive information, helping to form the 
integrity of the self. It is here being suggested 
that underlying these empirical observations is a 
consistency that reflects on a biological process, and 
that the latter is founded in neuroanatomy. 

This attempt to view the first-rank symptoms of 
Schneider primarily on an anatomical basis should 
not be seen as a return to an old-fashioned 
localisationist view of psychiatric illness. However, 
it is intended to emphasise the importance of 
neuroanatomical thinking in interpreting psychiatric 

— symptoms, since by establishing brain-behaviour 
relationships more clearly, the imprecision of 
psychiatric taxonomy based primarily on clinical 
observation and committee decision will be minimised. 
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A further suggestion that emerges from these ideas 
is that, far from abandoning our efforts to elucidate 
such symptoms, increased attention should be paid 
to psychopathological phenomenology in both clinical 
and research settings, and in training. To some extent 
DSM-III has been of value in this regard, but, as 
noted, recent attempts to down-grade the importance 
of first-rank symptoms are based perhaps on the wrong 
premises. In medicine generally, but hopefully in 
psychiatry in particular, diagnosis proceeds from the 
clinical to the fundamentally biological, which in the 
case of psychiatry involves an understanding of brain 
processes and their relationship to behaviour. 
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Cognitive Processing and its Relationship to Symptoms 
and Social Functioning in Schizophrenia 


HEIDI ALLEN 


This study analyses the relationship between contextual processing ability and symptom and 
social status in schizophrenia. The results showed that current symptom status is related 
to occupational status, and contextual processing is related to current symptom status and 
employment history. Current symptom severity in chronic schizophrenics may indicate an 
increased frequency and/or duration of symptom episodes in the past, and therefore an increase 
in the periods In which contextual processing was disturbed, which would therefore account 
for the observed decrease in work achievements 


Much work concerned with schizophrenia is conducted 
within two separate frameworks, cognitive and social, 
with little communication and transfer of skills 
- between them. Thus while cognitive approaches assert 
the primacy of abnormal cognitive processes (e.g. 
Neale & Oltmanns, 1980), social approaches invoke 
stress factors and or social learning theories (e.g. 
Argyle, 1978; Bellack, 1984) and focus on training, 
without the involvement of detailed cognitive analyses. 
While such training is justified since schizophrenic 
patients tend to **have difficulties initiating social 
behaviour" (Liberman et al, 1984) it is also clear, 
as Falloon et al (1984) point out, that ‘‘a crucial 
component of social competence is the ability to 
perceive and accurately process relevant social cues 
that guide an individual in selecting the appropriate 
response to any situation’’. The failure to consider 
such contextual processing seems to be reflected in 
outcome studies (Falloon et al, 1984) which show that 
training in problem solving and social skills tends not 
to improve social functioning even in variously 
changed environments, suggesting that the factors 
that create and maintain social impairment are not 
adequately addressed at present. It is therefore 
important to clarify how contextual processing may 
be implicated in social functioning and how both 
relate to symptoms in schizophrenia, so that more 
effective intervention techniques may be developed. 
The aim of the present study is therefore to explore 
such a link in an analysis addressing contextual 
processing ability vis à vis symptom status and social 
functioning in schizophrenia. 

For this purpose a word association test was 
devised. The task, (a) examines contextual processing, 
which is a prerequisite for adequate social functioning 
(Bransford & McCarrell, 1974); and (b) analyses 
contextual processing at a particular level, distin- 
guishing it from more complex within-sentence and 
between-sentence processes. 


Method 


Subjects 


All 19 patients (12 day hospital patients, 5 in-patients, 2 
out-patients; age range 20—47 years) were on neuroleptic 
medication. Other demographic information 1s given in 
Table I. 

Diagnosis was established by applying Feighner et al 
(1972) cmteria to the case notes of patients who had a 
hospital diagnosis of schizophrenia. Symptom ratings were 
obtained from patient examinations by the author at the 
time of testing, using the standardised psychiatric assess- 
ment scale of Krawiecka ef al (1977). The presence/absence 
of symptoms (delusions, hallucinations, incoherence of 
speech, poverty of speech, and flattening of affect), but 
not the severity of symptoms, of 14 of the 19 patients were 
checked with the patients’ registrar. Agreement was very 
high, with only one discrepancy, concerning the presence/ 
absence of hallucinations. The discrepancy was resolved 
by accepting the author’s rating carried out at the time of 
testing, which found no evidence of hallucinations in the 
past week. 


Design 


Three sets of vanables were examined. 

Social competence. Following Platt & Spivack (1972), 
social competence was assessed on the basis of biographical 
data concerning social functioning across time in terms of 
pre-morbid IQ, education, occupation, employment history, 
mantal status, and duration of personal relations. Pre- 
morbid IQ was estimated from a combined Nart and Schonell 
error score (Nelson, 1982). AIl other measures were derived 
from interviews with the patients and medical case notes. 

Symptom status. Symptoms were analysed in terms of: 
age at and years since the first onset of schizophrenic 
symptoms, derived from the case notes; and number and 
severity (the sum of each subject's symptom ratings) of 
current symptoms, derived from the Krawiecka et al (1977) 
symptom ratings scale. 

Cognitive status. This was established by digit span and 
contextual processing. Digit span (the sum of digits forward 
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TABLE I 
The range of scores obtained for each cognitive, symptom, 
and social measure 





Parameters Range of scores! 
Cognitive 
Unintended responses 0-15 
Digit span 8-14 
Symptom 
Age at first onset: years 13-37 
Years since first onset 1-31 
Number of symptoms (out of a 

maximum of 5) 0-3 
Severity of symptoms (out of a 

maximum of 20) 0-11 
Social 
Pre-morbid IQ 91-122 
Duration of personal relations: 

years 1-16 
Marital status 1-3 
Education : 1-5 
Occupation 2-4 
Employment history 2-5 


Methods of scoring are given in the text. 

*Definitions are provided in the procedure section 

1. Ranges, rather than means, are more appropriate for 
correlational analyses 


and backward) was used to measure immediate memory 
span, which if impaired could account for inadequate 
contextual processing in encoding terms. Contextual 
processing was assessed in a word-association test which 
comprised 20 word pairs in which the first word of the pair 
(e.g. 'HAND") indicated the intended meaning of a homo- 
phone (e.g. ‘PALM”), which was the second word in the pair. 


Procedure 
Subjects were tested individually and given: 


(a) the National Adult Reading Test (NART) and the 
Schonell Graded Word Reading Test (GWRT) 
(Nelson, 1982) . 

(b) the digit span test (forward and backward) from the 
Wechsler Adult Intelligence Scale (Wechsler, 1955) 

(c) the word-association test described above 

(d) the Krawiecka-based symptom ratings 

(e) questions concerning their social status (information 
from this was subsequently checked and found to be 
consistent with the case notes). 


Social variables were categorised and coded as follows: 
Education: 1 — with university degree, 2— with A levels, 
3- with O levels, 4— secondary schooling, 5 = incomplete 
secondary schooling. Occupation: 1=professional/ 
managerial, 2=clerical/secretarial, 3=skiled work, 4= 
semi-skilled and unskilled work. Employment: 1 = regular 
employment for ten years and unemployed for less than 
one year, 2=regular employment for <en years but 
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unemployed for more than one year, 3= fluctuating 
employment or frequent shifts, 4=as above but also 
unemployed for at least five years, 5= usually unemployed. 
Marital: 1 = married, 2 — divorced, 3 = single. 

A free-association format was used for the word- 
association test. Each word pair was read to the subject, 
one at a time, and the subject was asked to respond ‘‘as 
quickly as possible with the first word which comes to 
mind"' after the experimenter had said the word pair. Each 
response was immediately written down by the experi- 
menter. Each subject received and responded to a practice 
item to ensure that the task had been understood. Responses 
were scored as intended when they were contextually 
appropriate. For example ‘LEAVES’ in response to ‘TREE- 
BARK'. Responses were scored as unintended when they 
were contextually inappropriate, for example, ‘DOG’ or 
‘SUGAR’ in response to ‘TREE-BARK’. ‘DOG’ is contex- 
tually inappropriate because it refers to the other, in this 
context unintended, meaning of ‘BARK’. 

Scoring was carried out by two independent raters who 
were blind to the identity of the subjects. Discrepancies 


between the raters were 3.6% and resolved by a third rater. - 


Results 


All statistics are rank-order correlations. The data displayed 
in Table I were examined for associations pertaining to: 
(a) cognitive variables, relating unintended meaning 
responses with digit span, each cognitive variable with each 
symptom variable, each cognitive variable with each social 
variable, and each cognitive variable with a global scale of 
the mean of the ranked scores of all six social variables; 
(b) each symptom variable vis-à-vis each social variable. 

The correlational analysis between unintended meaning 
responses and digit span showed no significant relationship. 

Correlational analyses showed a significant relationship 
between increased unintended meaning responses and 
current symptom status, both in terms of increased numbers 
of symptoms (r=0.55; P<0.05) and increased severity 
ratings (r—0.57; P<0.05), but there was no such relationship 
with symptom history (i.e. years since and age at first onset). 

Of all the analyses of social status, only employment 
history was significantly related to frequency of unintended 
meaning responses (r=0.63; P<0.01), indicating that 
increases in the latter relate to decreased achievements in 
the former. 

Only occupation and employment history were signifi- 
cantly related to symptoms: decreased occupational status 
was related to increased numbers of symptoms (r = 0.602; 
P « 0.01), increased symptom severity (r— 0.608; P«: 0.01), 
and younger ages at first onset (r=0.722; P<0.01), 
indicating that the earlier the onset, the worse the 
employment record. 


Discussion 


While there is much separate work, theoretical and 
clinical, concerned with symptom, cognitive, and 
social variables in schizophrenia, and while there are 
claims about the relationship between these variables, 
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it has as yet not been empirically analysed. The aim 
of the present study was therefore to provide, as a 
first step, some explorative but empirically based 
analyses of this triadic relationship. Although these 
analyses are constrained by small sample size and 
social measures which are rather coarsely grained and 
narrow in scope, they have nevertheless provided 
some useful links, showing that: 


(a) age at first onset of symptoms is related to 
occupational status and employment history 

(b) current symptom status is related to occupa- 
tional status 

(c) contextual processing is related to current 
symptom status and employment history. 


More specifically, and unsurprisingly, the analyses 
suggest that the earlier in a person's life the onset 
of symptoms, the lower the chances of achieving a 
higher occupational status and maintaining work 
regularly over time. However, quantitative and 
qualitative increases in current symptom severity are 
also implicated in maintaining low occupational 
status. Since symptoms are variable both in number 
and severity, reflected in for example hospital 
admissions and discharge, current symptom status 
and low occupational status must be linked via some 
other variable. A possible candidate, not investigated 
in the present study, is symptom frequency and 
duration, suggesting that increased severity may be 
related to more frequent and or prolonged episodes. 
This hypothesis is also consistent with the finding 
that inadequate contextual processing too must be 
linked to employment history via symptom frequency/ 
duration, since it is not an enduring problem but 
corresponds to current symptom severity. 

Taken together, the findings suggest that, at least 
in this chronic population, increased symptom 
numbers and severity may entail more frequent and 
or prolonged episodes and therefore more periods 
in which contextual processing is impaired, which 
in turn would detrimentally affect the ability to 
engage in activities necessary for the development 
and maintenance of work-related skills. 

It is also pertinent to consider that impaired 
contextual processing in the present study seems 
specifically related to current symptom status, since 
no significant correlations emerged in relation to the 
other variables (e.g. education and IQ). It is possible 
that medication may be implicated, although two 
factors would argue against this. One is the fact that 
all patients in this study were on psychotropic 
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medication and yet contextual processing differences 
emerged in relation to current symptom status. The 
other is evidence suggesting that psychotropic medica- 
tion is associated with improved cognitive processing 
(Oltmanns ef al, 1978). Nevertheless effects of 
medication, particularly the effects of different 
dosages and the accumulated effects of long-term 
medication, remain unclear. 

Further research is also indicated for clarifying the 
nature of the suggested interdependence of cognitive, 
symptom, and social variables, since this would have 
important implications for the management of 
schizophrenia. For example skills training may be 
more effective if patients’ cognitive functioning were 
taken into consideration. 

To conclude, although limited in scope, the present 
study provides a useful first step towards multifocal 
analyses by identifying an important relation between 
contextual processing, symptoms, and work. 
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Linguistic Performance in Schizophrenia: a Comparison of 
Acute and Chronic Patients 


PHILIP THOMAS, KATHLEEN KING, W. |. FRASER and R. E. KENDELL 


A computer-assisted analysis o^ samples of free speech from acute schizophrenics (n = 50), 
chronic schizophrenics (n= 27) and normal subjects (n =50) enabled a comparison of the 
linguistic profiles of the three groups. The chronic group consistently emerged as the most 
impaired, on measures of comp'exity, integrity (error) and fluency of speech, wrth the acute 
patients performing less well than normal speakers but better than chronic patients. 
Demographic differences could account for only a small number of the linguistic differences. 
A comparison of chronic schizophrenics from the community and those from long-stay wards 
suggested that their poor linguistic performance was in some way related to the illness process 
and not to instrtutionallsation. Three possible explanations for these results were considered, 
particularty the possibility that low complexity of speech, negative symptoms and poor outcome 


are In some way related. 


One of the most striking clinical features of 
schizophrenia is the disorders of thinking seen in 
some patients, most prominently in thase who have 
suffered from the illness for many years. Clinicians 
have considered these disorders to be of considerable 
diagnostic importance, with severe thought disorder 
distinguishing the poor-prognosis illness associated 
with chronicity. Although there is some evidence to 
support this view (Harrow et al, 1983), there is also 
evidence that the diagnostic utility of thought 
disorder is Jow, as it also occurs in mania (Andreasen, 
1979; Harrow et al, 1982). This conflicting evidence 
may arise because it is difficult to define thought 
disorder adequately and thus achieve satisfactory 
inter-rater reliability. Indeed the validity of the 
concept has been questioned as it is tautologically 
defined as disordered speech, whereas speech is 
disordered if the listener cannot follow the train of 
the speaker’s thoughts (Rochester & Martin, 1979); 
also the concept is based on questionable theoretical 
assumptions about the relationship between speech, 
language and thought (Schwarz, 1982). 

The application of contemporary linguistic tech- 
niques offers an objective approach to the utterances 
of schizophrenic speakers. Rochester & Martin (1979) 
have found differences in cohesion, a property of 
language important in establishing relationships 
between sentences and clauses, in the utterances of 
speech-disordered and non-speech-disordered schizo- 
phrenics, and between both these groups and normal 
speakers. Using a method of discourse analysis which 
claimed to establish the strength of the hierarchical 
organisation of discourse, Hoffman et al (1982) 
claimed an accuracy of 80% in discriminating 
between schizophrenics and other psychiatric patients, 
although Beveridge & Brown (1985) have pointed 


to serious methodological problems in this study. 

The extent to which relationships within the 
sentence (i.e. syntax) break down has been a matter 
of some controversy. Chaika (1974) claimed to have 
identified several classes of syntactic errors in the 
transcript of an interview with a schizophrenic 
patient, findings which were challenged by Fromkin 
(1975) on the grounds that most of these errors 
occurred in the utterances of normal speakers. More 
recently, Morice &. Ingram (1982) have found 
differences in the syntactic properties of psychotic 
and ordinary speech which achieved a diagnostic 
accuracy of 95% in discriminating schizophrenic, 
manic and non-patient control speakers. Pointing out 
that the syntactic properties of schizophrenic utter- 
ances had not previously been studied in any detail, 
they used a method of analysis of free speech based ` 
on a standard reference text of modern English 
grammar, which generated measures of the complexity 
of speech (indicated by the frequency, depth and 
locus of embedded clauses), fluency of speech 
(indicated by the number of pause-fillers, false starts 
and repeated words) and integrity of speech (indicated 
by syntactic errors of omission and commission, 
semantic and other types of error). These findings 
have largely been replicated by Fraser et al (1986) 
in Edinburgh, who, like Morice & Ingram, found 
schizophrenic speech to be characterised by low 
complexity, low integrity and dysfluency. 

In the Edinburgh replication we were interested 
in how this analysis would characterise the utterances 
of acute and chronic schizophrenics, possibly 
revealing areas worthy of more detailed investigation 
in future studies. This is of particular importance 
given the current interest in positive and negative 
symptoms of schizophrenia. By comparing chronic 
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schizophrenics, in whom negative symptoms are 
most prominent, with patients whose illnesses may 
have a more favourable outcome, we were able to 
determine whether linguistic features characterised 
the two groups. The schizophrenic subjects from the 
replication study of Fraser et al were thus divided 
into acute and chronic on the basis of the duration 
of illness. Although they differed considerably in age 
and duration of hospitalisation, we were simply 
interested in establishing whether or not there were 
differences in the linguistic performance of the two 
groups. 


Method 


Subjects 


The subjects were selected from consecutive admissions to 
the Royal Edinburgh Hospital aged between 16 and 65 
years. All received the Present State Examination (PSE; 
Wing et al, 1974) within 24 hours of admission and met 
the Research Diagnostic Criteria (RDC; Spitzer et al, 1975) 
for schizophrenia or mania, derived from the PSE. Those 
with case-note diagnoses of organic brain syndromes, 
mental handicap, depressive illness, neurotic disorder or 
personality disorder were excluded, as were patients or 
controls whose first language (i.e. the language that they 
had been brought up to speak from birth) was not English. 
Wherever possible patients! speech was sampled before they 
had received any medication. Duration of illness was used 
to divide the schizophrenics into acute (less than 5 years 
since onset of symptoms, n= 50) and chronic (more than 
10 years from onset, n —27) groups. These cut-off points 
were arbitrarily chosen so as to maximise possible 
differences between the two groups, and patients whose 
duration of illness fell between the cut-off points were 
excluded. The chronic schizophrenics came from two 
sources, those admitted from the community in relapse 
during the course of the study (n — 15), and a small number 
of chronically hospitalised patients from a long-stay ward 
(n= 12). Because these two groups of chronic schizophrenics 
were similar with respect to age and duration of illness but 
differed considerably in duration of hospitalisation, we also 
compared their linguistic profiles in order to establish 
whether chronic hospitalisation influenced performance in 
any way. Thus the results reported here concern the group 
of 27 chronic schizophrenics, 50 acute schizophrenics and 
50 control subjects from the Fraser et al (1986) study. 
There are many problems in selecting an appropriate 
control group in studies of this nature, but it is important 
to have some indication as to the range of linguistic 
performance of psychiatrically normal native speakers. 
Ideally, control subjects should be matched with patients 
for pre-morbid IQ, but researchers are rarely fortunate 
enough to have such measures available, so in its place we 
used educational attainment. Another important influence 
on linguistic performance is parental social class, so this 
was ascertained for all subjects, on the basis of parental 
occupation. Because contextual factors and anxieties 
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relating to patient role may also affect linguistic per- 
formance, the 50 control subjects were selected from out- 
patients undergoing treatment in a physiotherapy clinic. 
Although they were originally matched with the acute 
schizophrenics and manics in the replication study for age, 
sex, educational attainment, years of full-time education, 
social class and parental social class, they were similar to 
the two patient groups in the present study with regard to 
parental social class and years of education, and their mean 
age fell between those of the patient groups. Demographic 
data were obtained from the case notes (including 
cumulative duration of admissions) and verified with each 
subject. 


Procedure 


Consent having been obtained, samples of free speech of 
about 1000 words were collected from each subject in a tape- 
recorded interview consisting of two parts presented in 
random order and carried out by the same person (KK) with 
all subjects. One part consisted of standard stimuli in the 
form of three simple cartoons presented to subjects 
individually with the verbal instruction ‘‘I’d like you to 
describe the picture to me as fully as you can." The other 
part consisted of an unstructured interview in which subjects 
were given the verbal instruction **Perhaps you could tell 
me why you have come into hospital." Both parts were 
untimed and interviewer prompts were kept to a minimum, 
used only if it was thought that insufficient material had 
been collected. Most interviews lasted for 15-20 minutes, 
during which time speech samples of at least 1000 words 
had been collected. 

Unpunctuated transcripts were made from the tapes, and 
sentence boundaries were created according to pre- 
established criteria, using syntax, intonation and meaning, 
in that order. Each sentence consisted of one main clause 
and any co-ordinated and/or subordinate (dependent) 
clauses, and a manual grammatical analysis was performed 
by a linguist (KK) using a coding manual based on the main 
standard reference work of English grammar (Quirk ef al, 
1974). The manual analysis was performed as a series of 
scans, the most important of which constructed a syntax 
tree diagram for each analysable sentence, from which 
measures of sentence complexity were derived. Other scans 
allocated sentences to well-formed or deviant status, tagged 
word-level errors such as neologisms and dysfluencies (such 
as pause-fillers, repeated words and false starts), and 
identified all grammatical errors. The analysis generated 
over 100 variables, but in consultation with Morice we 
reduced the number to 60 by excluding total counts, and 
percentages or means which measured similar variables or 
those which occurred infrequently. These 60 variables fell 
into eight families, the most important of which were the 
complexity, integrity, fluency and co-ordination families. 

Variables in the complexity family included the mean 
length of utterance in analysable sentences (MLUA); 
percentage of sentences with embedded clauses (PSEMB); 
mean number of co-ordinated clauses at top level (MCOT); 
mean number of co-ordinated clauses not at top level 
(MCON); and mean of maximum depth of embedding 
(MDEMB). The last variable, MDEMB, refers to the 
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number of levels of embedding of dependent clauses 
contained in a sentence. For example, the sentence 


*John who was tired went home' 


has one level of embedding, the main claus= being *John 
went home’ and the subordinate clause ‘who was tired’. 

The eight variables in the integrity family were as follows: 
percentage of well formed major sentences (PWFM); 
percentage of sentences with both syntactic and semantic 
errors (PSYNSEM); percentage of sentences with syntactic 
deviancy only (PSYN); percentage of sentences with 
semantic deviancy only (PSEM); total number of errors 
(ERR); percentage of sentence-level errors (PSENERR); 
percentage of errors of omission (POM); and percentage 
of errors of commission (PCOMIS). For example, the 
sentence 


‘He — not attending a large university’ 


is syntactically deviant because it breaches the rules of 
syntax, lacking the auxiliary verb ‘is’. Seman-ically deviant 
sentences are superficially grammatical but the derived 
meaning on the basis of the lexical content aad syntactical 
structure is bizarre. For example 


‘And when I'm not speaking as well you get very thirsty 
because you're thinking things out loud and that makes you 
more thirsty I think.' 


Errors of commission include easily identifiable violations 
of the surface structure of the sentence (such as "They likes 
a good game’ - which contains a failure of subject-verb 
agreement), and more serious semantico-lexical selection 
anomalies which may result in serious syntactic or semantic 
violations. 

The four variables in the fluency family were percentage 
of pause-fillers (PPF), such as ‘um’, ‘er’, or ‘ah’; percentage 
of false starts retraced (PFSR); percentage of repeated 
words and multiple-word repeats (PRW); and the dysfluency 
index (DYSIN), a composite score based on the other three 
variables. 

The six variables in the co-ordination family measured 
different types of co-ordination between sentences, clauses 
and phrases. They were the mean number of sentences co- 
ordinated by ‘and’ (MCSA); the mean number of clauses 
co-ordinated by ‘and’ (MCCA); mean number of sentences 
with other types of co-ordination (MCSO); mean number 
of clauses with other types of co-ordination (MCCO); mean 
number of phrases co-ordinated with ‘and’ (MCPA); and 
mean number of phrases with other types of co-ordination 
(MCPO). 

Although a detailed linguistic analysis of this type is time- 
consuming (approximately eight hours per subject) and 
linguists’ technical terms are difficult for the uninitiated 
to comprehend, the analysis has the great advantage of 
being relatively reliable and objective. Reliability between 
Morice and the Edinburgh group was sa-sfactory for 
syntactic complexity, error and fluency variables (MDEMB 
0.93, DYSIN 0.98, ERR 0.80: Cronbach's o). The linguistic 
data, including the tree diagrams, were processed on floppy 
discs by an Apple IIe microcomputer using the PSYGHLAN 
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program, which generated the linguistic profile of 118 
variables. 


Methodological problems and data analysis 


As our sample of chronic schizophrenics was drawn from 
two sources (chronically hospitalised and community), a 
comparison of the linguistic performance of two subgroups, 
one from each of these sources, matched for age and 
duration of iliness but differing considerably in years spent 
in hospital, was performed in order to investigate any effect 
of hospitalisation on linguistic performance. Thus two 
analyses are made: (a) the comparison of acute (n— 50) 
schizophrenics, chronic schizophrenics (n = 27) and controls 
(n — 50), and (b) the comparison of chronic hospitalised 
schizophrenics (n=7) and chronic non-hospitalised 
schizophrenics (n — 7). 

In the first analysis, the linguistic profiles of the acute 
schizophrenics, chronic schizophrenics and controls were 
compared by one-way analyses of variance, with Scheffe’s 
procedure as an a posteriori test of pairs of group means. 
As the risk of Type 1 errors is high in exploratory research 
of this nature, with a large number of dependent variables, ' 
the Bonferroni procedure (Grove & Andreasen, 1982) was 
used to establish a priori levels of significance for each 
family of linguistic variables. Although the variables in the 
first analysis met the criteria for parametric tests of 
statistical significance (particularly with respect to 
distribution and sample size), this was not the case in the 
second analysis, so the Mann-Whitney non-parametric test 
was used to compare the two chronic schizophrenic 
subgroups. Data were analysed using programs from the 
Statistical Package for the Social Sciences (Nie ef al, 1975). 


Results 


Comparison of acute schizophrenics, chronic schizophrenics 
and controls 


The symptom profiles of the two patient groups are shown 
in Table I. In the acute schizophrenics positive symptoms 
predominate, whereas the chronic schizophrenics have a 
mixture of positive and negative symptoms, self-neglect and 
blunted affect being particularly prominent. As would be 
expected, the chronic schizophrenics are much older (mean 
age 48.6 years, Table II) than the acute schizophrenics 
(mean 28.1 years). The mean age of controls (38.2 years) 
fell between those of the two patient groups. The acute 
schizophrenics had on average remained significantly longer 
in full-time education than the chronic schizophrenics (12.0 
years and 10.3 years respectively), with the controls again 
falling between the two. This may possibly represent poor 
pre-morbid attainment by the chronic group, although a 
more parsimonious explanation is that the raising of the 
school-leaving age resulted in younger people remaining in 
full-time education for longer. 

At the time of the study the chronic schizophrenics were 
recelving significantly more medication per day in chlorpro- 
mazine equivalents (Davis, 1974) than the acute schizo- 
phrenics (628.5 mg and 202.3 mg respectively, Table II), 
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TABLE 1 
Symptom profiles of acute and chronic schizophrenics, 
based on PSE ratings on admission 








Symptoms Acute Chronic 
(and PSE items) schizophrenics schizophrenics 
(n — 50) (n=27) 
Number % Number % 

Positive 

Thought alienation 31 62 11 41 
(36-40) 

Hallucinations 28 56 14 52 
(41, 43, 44) 

Delusions of control 42 84 16 60 
(52-54) 

Primary delusions 33 66 13 48 
(59-63) 

Other delusions 13 26 8 29 
(64-68) 

Negative 

Self-neglect (89) 15 30 11 41 

Blunt affect (108) 12 24 11 41 

Incongruous affect 12 24 5 19 
(109) 

Poverty of speech 7 14 6 22 

Poverty of content 5 10 1 4 





largely because about 40% of the acute subjects were 
interviewed before treatment had been commenced. As 
would be expected, the chronic schizophrenics had been ill 
for much longer than the acute schizophrenics (mean 24.3 
years and 1.7 years respectively). Also, the total time spent 
in hospital was much shorter for the acute schizophrenics 
(mean 2.2 months) and community chronic schizophrenics 
(mean 22.6 months) than for the hospital chronic 
schizophrenics (mean 267.6 months). 

There was a non-significant tendency for males to be 
over-represented in the two patient groups, and although 
patients were more likely to be drawn from lower social 
classes than controls, there were no differences in the 
distribution of parental social class, which probably has 
a more ımportant influence on linguistic performance. 

The scores of the three groups on the linguistic variables 
are available from the author. The results are summarised 
below, with each family of variables considered separately. 
Probability levels have been modified by the Bonferroni 
procedure. 

Significant differences between the three groups of 
subjects are seen in four of the five complexity variables. 
In each case the chronic schizophrenics have the lowest 
scores and the controls have the highest, with acute 
schizophrenics occupying an intermediate position. The 
chronic schizophrenics produce shorter analysable sentences 
(mean length of utterance - MLUA) (P<0.01), have a 
lower percentage of sentences with embedded clauses 
(PSEMB) (P<0.01), have a lower mean score for maximum 
depth of embedding (MDEMB) (P<0.01), and have fewer 
sentences with co-ordinated clauses not at top level (MCON) 
(P<0.01). These results indicate a decrease in the 
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complexity of speech across the three groups, the chronic 
schizophrenics being consistently worse than the acute 
schizophrenics, whose speech is less complex than that of 
controls. Although not significant, a similar tendency was 
observed in the mean number of clauses co-ordinated at 
top level (MCOT). 

A similar pattern is seen in the integrity variables. 
Controls produce the highest proportion of well formed 
major sentences (PWFM) and chronic schizophrenics the 
lowest (P«0.01). Chronic schizophrenics utter more 
sentences which are both syntactically and semantically 
deviant (PSYNSEM) (P<0.01) and sentences which are 
only semantically deviant (PSEM) (P« 0.01) than acute 
schizophrenics, who produce more of both types of error 
than controls. Chronic schizophrenics also produce more 
syntactically deviant sentences (PSYN) (P « 0.01) and have 
a higher total error count (ERR) (P« 0.01) than the other 
two groups. The error profile of the acute schizophrenics 
is interesting in that they tend to make more errors of 
commission (PCOMIS) than the chronic schizophrenics. 
Although not a statistically significant difference, such 
serious errors (of commission) may result in reduced 
intelligibility of speech. The percentage of sentence-level 
errors (PSENERR) was the only other variable from this 
family for which there was not a statistically significant 
difference between the groups. 

In the fluency family, again the chronic schizophrenics 
emerge as the most impaired group, with significant 
differences emerging in three of the four variables: they 
have the highest dysfluency index (DYSIN) (P<0.01), and 
higher scores for repeated words (PRW) (P<0.01) and false 
starts (PFSR) (P<0.05). The scores of the acute 
schizophrenics fall between those of the chronic patients 
and controls. Only one variable, the percentage of pause- 
fillers (PPF), failed to generate a statistically significant 
difference between the groups. 

Differences are seen in three out of six variables in the 
co-ordination family. Both acute and chronic schizophrenics 
use fewer ‘and’ clausal co-ordinators (MCCA) (P<0.01) 
and fewer ‘other’ types of sentential co-ordinators (MCSO) 
(P<0.01). Chronic schizophrenics also use fewer ‘other’ 
clausal co-drdinators (MCCO) (P<0.05) than acute 
schizophrenics or controls. 

No significant differences were provided by variables 
from the other families, with the single exception of 
dependent clauses type, where chronic schizophrenics 
produced fewer sentences with adverbial dependent clauses, 
one of the commonest types of clause to be embedded. No 
significant differences were observed in any of the remaining 
13 dependent-clause-type variables, nor were any significant 
differences observed in any of the six lexical variables, the 
five locus-of-embedding variables or the 12 verb-marking 
variables, indicating that the syntactic change with 
increasing chronicity is quantitative rather than qualitative. 

To summarise, these results indicate that the speech of 
chronic schizophrenics is of lower syntactic complexity, less 
fluent and more error-ridden than that of controls, and that 
the speech of acute schizophrenics occupies an intermediate 
position. 

As there were important demographic differences 
between the groups which could in principle account for 
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TABLE II 
Demographic and other data for controls (n 50), acute schizophrenics (n — 50) and chronic schizophrenics (n — 27) 

















Mean s.d. F or T! Significance 
Age: years 
Controls 38.2 14.2 
Acute schizophrenics 28.1 9.0 F=28.36 0.0000 
Chronic schizophrenics 48.6 14.8 
Years of full-time education 
Controls 11.8 3.2 
Acute schizophrenics 12.0 2.4 F=3.36 0.03 
Chronic schizophrenics 10.3 2.1 
Medication: mg chlorpromazine-equivalerts/day 
Acute schizophrenics 202.3 212.0 } T= —3.94 0.005 
Chronic schizophrenics 628.5 660.9 
Duration of illness: years 
Acute schizophrenics 1.72 1.81 i T= —13.13 <0.001 
Chronic schizophrenics 24.31 8.68 
Controls Acute Chronic 
schizophrenics schizophrenics 
Sex 
Male 24 35 18 
Female 26 15 9 
= 5.59, d.f. —2, 
P-0.06 
Present social class? 
1&2 10 3 — 
3n & 3m* 15 19 — 
4&5 12 18 — 
x1—5.33, d.f.=2, 
P=0.07 
Parental social class?? 
1&2 14 13 — 
3n & 3m* 22 16 — 
4&5 11 11 — 
x^ - 0.42, d.f. —2, 
P=NS 








1, Separate variance estimates in both tests. 
2 Registrar General’s classification. 


3. As social class data were not available for all subjects, including 20 of the chronic schizophrenics, they have been excluded from 


the social class comparisons. 
4. 3n=non-manual, 3m = manual 


these results, years of education and age were correlated 
with the linguistic variables in the control grcup (Table III). 
Only two pairs of correlations attained statistical 
significance. Age is negatively correlated both with the 
percentage of sentences with embedded clauses and the 
percentage of sentences co-ordinated with connections such 
as ‘and’; and years of education are positively correlated 


with both these variables. Thus it is possible that the extent 
to which these two variables differentiate the clinical group 
is heightened by the confounding factors of age and 
education. However, this would not be the case for the other 
linguistic measures, which are not correlated with the 
demographic variables. It is unlikely that differences in sex 
distribution or medication could explain the linguistic 
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TABLE III 
Coefficients of correlation between linguistic variables and 
age and years of full time education, for controls (n = 50) 








Age Years of 
education 

Integrity 
PWFM — 0.20 0.09 
PSYNSEM 0.20 —0.18 - 
PSYN 0.22 -022 
ERR 0.27 — 0.33 
PSENERR 0.34 — 0.21 
POM — 0.29 0.23 
PCOMIS 0.04 — 0.09 
Complexity 
MLUA —0.23 0.31 
PSEMB —0.37* 0.39** 
MCON — 0.08 0.10 
MDEMB — 0.05 0.26 
Fluency 
PFSR 0.10 — 0.13 
PRW 0.16 0.10 
DYSIN —0.02 —0.14 
Co-ordination 
MCSO — 0.26 0.29 
MCCA —0.47** 0.41** 
MCCO — 0.15 0.11 





*P<0.05, **P«0.01 (both with Bonferroni correction). 


findings, for there were no significant differences between 
the linguistic profiles of medicated and unmedicated acute 
schizophrenics, or between those of male and female 
controls. 


Comparison of hospitalised and non-hospitalised 
schizophrenics 


As there were considerable differences between hospitalised 
and non-hospitalised chronic schizophrenics in age (non- 
hospitalised median 43.1 years, hospitalised median 56.5 
years; Mann-Whitney U 27.5, P —0.001) and duration 
of illness (non-hospitalised median 20.0 years, hospitalised 
median 29.5 years; Mann-Whitney U= 18.0, P« 0.001), 
a sample was drawn from each subgroup of chronic schizo- 
phrenics so that the duration of illness fell within the range 
20-29 years. There were seven patients in each subgroup 
who met this criterion. The hospitalised subgroup were older 
(median age 55.5 years) and had been ill for longer (median 
duration 25.0 years) than the other subgroup (medians 47.0 
and 22.0 years respectively), but the age difference was not 
` significant and the difference in duration of illness just 
failed to attain the 0.05 level of significance (U=9.0, 
P>0.05), After application of the Bonferroni correction 
there are no significant differences in any of the linguistic 
variables. There is a slight tendency for the hospitalised 
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subgroup to have less complex speech and to be more 
dysfluent than the non-hospitalised subgroup, but this was 
not the case for integrity of speech or co-ordination, two 
families of variables which demonstrated major differences 
between the acute and chronic schizophrenics. More detailed 
data are available from the author. 


Discussion 


These results indicate a consistent pattern of deterio- 
ration in linguistic performance across the three 
groups. Controls produce complex fluent speech with 
few errors, and chronic schizophrenics produce 
dysfluent, error-ridden speech of low complexity. 
The speech of acute schizophrenics consistently falls 
between that of the other two groups. 

There are three possible explanations for the 
differences between acute and chronic schizo- 
phrenics, which cannot be satisfactorily distinguished 
by a purely cross-sectional study of this kind. The 
poor performance of the chronic schizophrenics may 
simply reflect an overall deterioration of cognitive 
function as the disease progresses. Silverberg-Shalev 
et al (1981) found a selective deterioration in 
language on an aphasia test battery in chronic 
schizophrenics, although no progression was noted 
in other cognitive deficits. 

Alternatively, a subgroup of schizophrenics 
destined to become chronically ill may be character- 
ised from the beginning by poor linguistic function. 
Morice & Ingram (1983) have demonstrated a 
relationship between low complexity of speech and 
early onset of illness, a clinical feature widely 
regarded as indicative of poor outcome. There is 
evidence for the existence of such a subgroup of 
schizophrenics in the earliest stages of the illness. 
Thomas ef al (1987) found that the speech of 
first-onset negative-symptom schizophrenics was 
syntactically less complex than that of schizophrenics 
with no negative symptoms. Siegel ef al (1976) 
found that the major difference between out-patient 
chronic schizophrenics and those hospitalised for 
many years was that the latter group demonstrated 
“paucity of verbalisation’’ and ‘impoverished 
thinking". Although the measures of language 
differed considerably from those used here, both 
studies suggest that low complexity and paucity of 
verbalisation is a feature of the utterances of poor- 
prognosis schizophrenics. 

Finally, it is possible that these differences are due 
to the lack of opportunity for social interaction and 
language use afforded to chronic schizophrenics 
exposed to years of institutional care. This important 
possibility we attempted to investigate by comparing 
two groups of chronic schizophrenics of similar 
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duration of illness, but differing considerably in their 
exposure to institutional care. Although there were 
small numbers in each group, no differences were 
seen in their linguistic profiles. This suggests that the 
differences found between acute and chronic 
schizophrenics are unlikely to be brought about by 
the different times spent in hospital. If the chronic 
non-hospitalised schizophrenics are compared with 
the acute patients, it is interesting to note that the 
latter have higher mean scores on all of the 
complexity variables, whereas no clear pattern 
emerges for integrity of fluency variables. As age 
appears to have little effect upon complexity of 
speech in controls, this suggests that chronicity of 
illness and low complexity of speech are strongly 
associated. The precise nature of this relationship is 
worthy of further study, particularly in first-onset 
schizophrenics, where it might be predicted that low- 
complexity speech is associated with the presence of 
negative symptoms and other features predictive of 
poor outcome. 

The differences obtained here between acute and 
chronic schizophrenics are largely quantitative. What 
is surprising is that the more severe disturbance of 
the acute illness is not reflected in the linguistic 
profiles. One might have expected that the more 
florid forms of ‘thought disorder’ seen in some 
patients and said to be typical of the acute illness 
would present as semantic errors. This was not the 
case. Although the acute schizophrenics made more 
errors of commission (PCOMIS) than chronic 
schizophrenics, and such errors would result in 
greater unintelligibility, the difference was not 
statistically significant. However, one of the most 
obvious features of acute schizophrenic speech 
disorder, ‘derailment’, is unlikely to be detected by 
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an analysis such as this, which is primarily concerned 
with relationships within the sentence. It is more 
likely to be demonstrated by linguistic approaches 
which are concerned with content rather than 
structure, such as cohesion analysis or discourse 
analysis. 

These results substantiate the earlier suggestions 
of Chaika and Morice & Ingram that syntactic failure 
is an important component of the utterances of many 
schizophrenics, but they raise two important 
questions that need answering: is there a relationship 
between complexity of speech and ‘negative 
symptoms’, and what is the relationship between 
speech disorder (in those patients who manifest it) 
and syntactic features of schizophrenic speech? 

The next stage of this research entails a 
longitudinal study of the linguistic performance of 
patients suffering from acute psychoses with 
different outcomes, and the following paper 
describes a pilot study following up some subjects - 
from the present series three years later. In addition 
we are currently investigating the stability of 
linguistic profiles of psychotic subjects over time, and 
its relationship with positive and negative symptoms, 
thus evaluating some of the issues raised by this 
study. 
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Re-examination of the Language of Psychotic Subjects 


K. KING, W. I. FRASER, P. THOMAS and R. E. KENDELL 


To Investigate whether language in schlzophrenia deteriorated progressively, 11 schizophrenic 
subjects, 9 manic subjects and 9 controls were re-tested after an Interval of three years using 
the computer-assisted syntactical analysis technique of Morice. In 13 of the 16 linguistic 
varlables described as hallmarks of schizophrenic speech decline, deterloration was noted 
in schizophrenics in the direction predicted and relative to the manic and control groups. The 
deterioration was most pronounced in complexity and Integrity of speech. One variable 
remained unchanged and two (semantic variables) showed marginal Improvement. It was 
concluded that language, and in particular syntax, does detenorate in the schizophrenlc process. 


Morice & Ingram (1982), using a computer-assisted 
grammatical analysis technique, reported syntactic 
changes in the spoken language of schizophrenic 
patients, sufficient to discriminate them from manic 
patients and control subjects. They suggested that 
this approach might be of considerable use in the 
diagnosis of schizophrenia. Fraser et al (1986), in 
replicating this study, excluded chronic schizo- 
phrenics and examined 50 acute schizophrenics (five 
years or less since onset of first symptoms) and 50 
recently diagnosed manics. 

The preceding paper reports a markedly lower 
linguistic complexity and fluency, and more errors 
in language, in a chronic schizophrenic group than 
in an acute schizophrenic group, and gives three 
possible explanations: poor linguistic performance 
may simply reflect an overall deterioration of 
cognitive function as the disease progresses; a 
subgroup with poor outcome may be characterised 
from the outset by poor linguistic function; or lack 
of opportunity for social interaction in the institution 
may result in an ‘atrophy of disuse’. It was necessary 
therefore to follow, over several years, the linguistic 
competence of a group of acute-onset briefly 
hospitalised schizophrenics and manics to see in 
particular how stable specific linguistic variables 
were. 


Method 
Subjects 


Between two and three years after the recordings were made 
for the Fraser et al (1986) replication, we traced 11 
schizophrenics from the original group of 51, eight manics 
from the original group of 50, one manic whose language 
recording had not been included in the original study but 
who in other ways fulfilled the original criteria for inclusion, 
and nine controls from the original group of 50 hospital 
out-patient volunteers and students. In total, thus, 11 


schizophrenics, 9 manics and 9 controls were involved, 
primarily chosen on the basis of availability of individuals 
who as closely as possible could be matched for age, sex, 
education and social class. The basis for diagnosis is 
described in the preceding paper. 

All subjects were re-recorded (by the same method, 
described in Morice et al (1982)) by the original interviewer, 
KK, with the exception of four controls and one 
schizophrenic who were re-recorded according to the same 
protocol by WIF. The schizophrenics and manics were all 
re-recorded in out-patient clinics or day hospitals. The 
controls were re-recorded in their workplaces or homes. 

None of the schizophrenics were in open employment but 
all had day-hospital places. Two manics had acquired jobs 
in the intervening period; the rest were attending day 
hospitals. In the intervening years three of the schizo- 
phrenics had experienced in-patient care lasting, in total, 
eight, six and ten weeks respectively. None of the subjects 
at the time of re-recording had become long-term in-patients. 
At the time of collection of the original speech sample, both 
illness groups were receiving equivalent (and large) amounts 
of antipsychotic medication (see preceding paper). At the 
time of speech-sample re-recording, patients were rated 
clinically on four-point scales for overall clinical condition 
(recovered, improved, unchanged, worse); negative 
schizophrenic symptoms; mood; and active psychosis. 

The subjects in the original study were unaware of the 
nature of the study. Their ignorance was no longer possible 
to maintain at follow-up; subjects knew then that ‘‘it was 
to do with the way that people communicated in mental 
illness" at the start of the second interview. 


Language analysts 


Samples of free speech of 1000 words were collected as 
described in the preceding paper. The variables which had 
been found (see preceding paper) to differentiate 
significantly between acute and chronic schizophrenics and 
controls, by significant reduction in linguistic complexity, 
fluency, integrity and co-ordination of speech, were, in the 
complexity family, mean length of utterance (MLUA), 
percentage of sentences with embedding (PSEMB), mean 
depth of embedding (MDEMB), and mean number of 
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TABLE I 
Scores of test samples and original groups 

















Samples (n — 29) Original groups (n — 151) 
Schizophrenic Manic Normal Schizophrenic Manic Normal 
Mean s.d. Mean s.d. Mean s.d. Mean sd. Mean s.d. Mean s.d. 
Complexity 
MLUA 9.43 2.37 8.00 1.60 11.10 1.80 9.38 2.22 8.95 1.53 10.68 1.79 
PSEMB 40.30 9.40 32.60 40.40 12.80 38.56 11.36 58.25 9.49 45.36 9.02 
MDEMB 1.27 0.11 1.21 0.24 1.31 0.17 1.29 0.15 1.30 1.12 1.37 0.15 
MCON 0.04 0.02 0.02 0.03 0.04 0.03 0.037 0.037 0.03 0.03 0.05 0.04 
Fluency 
PFSR 1.02 0.51 1.10 0.80 1.08 0.60 1.02 0.63 1.04 0.60 0.95 0.47 
PRW 1.57 1.10 1.20 0.70 1.30 0.90 1.53 1.21 1.28 0.93 0.87 0.63 
DYSIN 7.90 3.90 5.10 2.60 5.20 2.10 7.26 3.74 5.72 2.88 5.27 2.20 
Integrity 
PSYN 25.60 6.40 20.52 11.20 21.30 8.10 24.38 9.16 19.80 7.57 16.78 5.47 
PSYNSEM 1.57 1.10 0.42 0.35 0.77 1.200 2.16 0.93 0.83 0.25 0.05 0.23 
PSEM 1.90 1.30 0.70 0.35 1.02 1.40 2.90 3.79 1.33 1.60 0.11 0.35 
PWFM 74.20 8.39 79.10 8.40 78.60 8.10 74.97 9.44 79.74 7.73 83.34 5.14 
POM 48.20 13.90 47.00 15.20 50.30 15.50 44.60 16.60 49.10 17.80 57.97 18.69 
ERR 30.50 0.80 23.30 1.07 23.30 13.70 30.60 17.12 26.04 13.20 16.92 8.67 
Co-ordination 
MCCA 0.04 0.03 0.07 0.04 0.08 0.06 0.07 0.06 0.06 0.05 0.09 0.04 
MCCO 0.04 0.02 0.04 0.02 0.04 0.00 0.04 0.03 0.04 0.02 0.05 0.03 
MCSO 0.10 0.04 0.12 0.075 0.10 0.0 0.102 0.05 0.09 0.05 0.14 0.06 





sentences with co-ordinated clauses not at top level 
(MCON); in the fluency family, percentage of false starts 
(PFSR), percentage of repeat words (PRW), and dysfluency 
index (DYSIN); in the integrity family, percentage of 
syntactic errors (PSYN), percentage of syntactic and 
semantic errors (PSYNSEM), percentage of semantic errors 
(PSEM), percentage of well formed maior utterances 
(PWFM), percentage of errors of omission (POM), and 
error score (ERR); and in the co-ordination family, mean 
number of sentences co-ordinated by 'and' (MCCA), mean 
number of clauses with other types of co-ordination 
(MCCO), and mean number of sentences with other types 
of co-ordination (MCSO). The initial scores on these 
variables were compared with the scores at follow-up 2-3 
years later. A null hypothesis would be that these 16 
variables would show no further linguistic deterioration in 
the schizophrenic subjects over time. A corollary would be 
that manic subjects who were clinically impraved at the time 
of retest would not improve on these linguistic variables. 


Results 


As in the original groups, the schizophrenics were 
significantly younger than the manics and controls: mean 
ages 24.7 years (s.d. 5.8), 32 years (s.d. 14.2), and 33.1 years 
(s.d. 15.12) respectively (F = 4.29; P« 0.05). No other social 
or educational variables were significantly different. The 
follow-up samples of schizophrenic, manic and control 
subjects were linguistically representative of the original 


groups in the Fraser et al (1986) study (Table I). The 
differences between test and re-test scores on the 16 key 
variables were compared for schizophrenics and controls 
using a Mann-Whitney U Wilcoxon rank sum W test. On 
no variable was a statistically significant difference reached. 
The mean differences between test and re-test of the 16 key 
variables for schizophrenics, manics and controls were 
calculated and subjected to a one-way analysis of variance. 
Data were analysed using programs from the Statistical : 
Package for the Social Sciences (Nie et a/, 1975). On re- 

test, values of 13 of the 16 key variables deteriorated in 
schizophrenics in the direction expected while one remained 
unchanged and two marginally improved (xX?- 6.25, 
P« 0.01). The mean change scores of the three groups on 
the linguistic variables and the ANOVA results are shown 
in Table II. On re-test the linguistic variables of the control 
group remained stable relative to those of the patient groups. 

All 16 change scores for the control group remained within 
one standard deviation of the original control group mean. 
The mean length of utterance (MLUA), percentage of 
embedded sentences (PSEMB) and mean number of sentences 
co-ordinated by ‘and’ (MCCA) deteriorated significantly 
in schizophrenics. It is particularly noticeable that 
complexity variables decreased dramatically in schizo- 
phrenics compared with manic subjects. 

The raw scores of the variables in each of the families 
were Z-transformed, and total scores for complexity, 
integrity, fluency and co-ordination were obtained by 
summing the Z scores of variables in each family. For 
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Change scores on key linguistic variables 


TABLE II 
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Controls Manics Schizophrenics F! Significance Schizophrenic 
change 

Complexity 
MLUA —1.13 1.45 — 0.93 5.55 0.01* D 
PSEMB — 6.33 7.81 — 8.70 5.76 0.008* D 
MDEMB — 0.08 0.06 —0.12 2.29 0.06 D 
MCON 0.00 0.02 —0.02 2.34 0.12 D 
Fluency 
PFSR 0.27 0.15 0.33 0.18 0.83 D 
PRW 0.01 0.42 0.76 1.80 0.17 D 
DYSIN 0.04 1.26 2.38 1.15 0.33 D 
Integrity 
PSYN 0.81 1.79 5.58 0.58 0.56 D 
PSYNSEM —0.11 —0.32 —0.44 0.22 0.80 I 
PSEM —0.22 — 0.62 —0.51 0.26 0.60 I 
PWFM — 0.80 — 1.49 — 5.54 0.59 0.50 D 
POM — 6.53 3.90 3.43 1.05 0.36 D 
ERR 3.89 1.44 7.73 0.29 0.74 D 
Co-ordination 
MCCA — 0.05 0.02 —0.02 3.84 0.03 
MCCO — 0.00 0.01 — 0.01 1.06 0.36 
MCSO 0.02 0.02 0.00 0.14 0.87 NC 





1. Analysis of vanance. 
2. D=deterioration, I- improvement, NC =no change. 
* Significant. 


Z scores 





COMPLEXITY INTEGRITY FLUENCY COORDINATION 
Fic. 1 Change (Z) scores in the four principal linguistic families 
showing consistent deterioration m schizophrenia, and improvement 
ın complexity and fluency in mania ( O controls, E) manics, 


Wi schizophrenics). 





example, a complexity score was obtained from the sum 
of the Z-transformed scores for MLUA, PSEMB, MCON 
and MDEMB (Fig.1). 


Clinical states 


Because of the small numbers in each cell, the clinical ratings 
were collapsed into 0/1 and 2/3. The clinical rating scores 
at the time of re-test were compared with the linguistic 
change scores using a Mann-Whitney U test. The clinical 
ratings revealed that six schizophrenics seemed clinically 
‘well’ or ‘improved’ at the time of re-examunation 
(scores 0 and 1), and five were *unchanged', had 
*deteriorated' (scores 2 and 3) or had detectable signs 
of continuing psychosis. Two manics were still elated 
and clinically ill at follow-up; all the others were 
rated as clinically ‘fully recovered’. Notwithstanding the 
absence of obvious clinical deterioration in most 
schizophrenics, their linguistic variables showed global and 
pronounced deterioration (Table II). Although those 
schizophrenics clinically rated as still ill or deteriorated 
showed even greater decline in complexity of language, 
integrity, fluency and co-ordination, this did not reach 
statistical significance (MLUA, U=7; MDEMB, U=6; 
DYSYN, U=24; MCCA, U=23) (U=5 for significance, 
P<0.05 one-tailed). 

For the most clinically deteriorated and psychotic 
schizophrenic, the mean length of utterance (MLUA) 
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dropped from 15.6 to 9.6; the percentage of well formed 
utterances (PWFM) dropped from 88.5 to 71.8; the 
dysfluency index (DYSIN) increased from 7.8 to 8.4, and 
the mean depth of embedding (MDEMB) fell from 1.57 
to 1.05 - the bottom of the range for sentenze complexity. 
The two manic subjects who were clearly elated at follow- 
up also showed decreased depth of embedding of their 
sentences, MDEMB falling from 1.18 to 1.07 and from 1.17 
to 1.08. 

Mean depth of embedding (MDEMB) was consistently 
reduced in those schizophrenics and marics who were 
rated as clinically deteriorated (n= 7) compered with those 
rated as ‘well’ (n=13) (MDEMB, U=20; P«0.05 
two-tailed). 


Discussion 


We are not aware of other studies of psychotic 
language involving the systematic syntactical analysis 
of subjects' language over a prolonged interval. 
Despite the small numbers in this study, the results 
help to clarify the finding of the preceding paper that 
the utterances of chronic Schizophrenics are less 
complex and fluent and more error-riddzn than those 
of acute schizophrenics. In particular, these results 
suggest that possible confounding factors suggested 
in the preceding paper do not account for this intra- 
subject deterioration. The schizophrenics' language 
was impoverished and degraded with the passage of 
time. None of the schizophrenic or manic subjects 
had spent prolonged periods in hospital in the 
intervening years. The decline in schizophrenic scores 
could not be explained as due to the subjects' being 
caught by chance in relapse: only one was clearly 
psychotic at re-test. It cannot be claimed that 
deterioration in language is an inevitable feature in 
schizophrenia: only that language seemed to 
deteriorate in those schizophrenics who remained in 
contact with the mental health service. This linguistic 
deterioration in schizophrenics was no: matched by 
a similar deterioration in the language of manics; 
rather the contrary. We were not in a position to 
select subjects randomly from the original cohort of 
schizophrenics, manics and normals because of the 
limitations imposed by numbers, availability, and 
age, sex and social class, the latter two being 
powerful influences on linguistic production. 
Possible cumulative effects of medication are 
unlikely to have been a cause, because the apparent 
linguistic deterioration in schizophrenics was not 
matched by a similar deterioration in the language 
of manics - rather the contrary - and to the best of 
our knowledge the two groups had continued on 
equivalent doses of maintenance medication in the 
interyening years. The imperviousness of linguistic 
performance to medication effects is supported by 
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Ragin et a/ (1989) and is the subject of a paper by 
Thomas (in preparation). 

It may seem surprising that whereas most of the 
patients seemed to have improved clinically, 
language- a major index of schizophrenic 
functioning - had deteriorated. The communication 
function which our simple clinical scale taps is 
thought disorder, which is a crude measure of 
pragmatic aspects of language. Our language 
instrument taps syntactic aspects. 

The improvement in values of linguistic variables 
in manics is as impressive as the deterioration in 
schizophrenics. In Table II, the first two significant 
variables - MLUA and PSEMB - show a decrease 
for schizophrenics and controls and an increase for 
manics, suggesting possibly that the apparent 
deterioration among schizophrenic patients may in 
fact be simply improvement among the manic group. 
However, linguistic variables should not be taken in 
isolation, and when families of variables are. 
compared this straightforward solution has to be 
discounted. Schizophrenic speech clearly degrades in 
all families of variables. 

It is important to note that all the syntactic 
variables deteriorated in schizophrenic. The two of 
Thomas's variables which did not deteriorate in the 
anticipated way were semantic variables, which 
marginally improved. Both required rather subjective 
decisions about meanings (semantic errors), which, 
unlike the other variables, were not objectively 
grammar-ruled, and in Morice’s studies achieved 
lowest inter-rater reliability. However, our 
schizophrenic and manic subjects were treated and 
not actively ill, and less prone to produce puzzling 
expressions at re-recording. In general, the technique 
has proved stable over time with different 
interviewers in the diagnosis of schizophrenia and . 
in the study of the schizophrenic process. 
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Glucose Metabolic Rate in Normals and Schizophrenics During 
the Continuous Performance Test Assessed by Positron 
Emission Tomography 


MONTE S. BUCHSBAUM, KEIT4 H. NUECHTERLEIN, RICHARD J. HAIER, JOSEPH WU, 
NANCY SICOTTE, ERIN HAZLETT, ROBERT ASARNOW, STEPHEN POTKIN and STEVEN GUICH 


Local cerebral uptake of glucose labelled with fluorine-18 was measured by positron emission 
tomography in 13 patients with schizophrenia and 37 nght-handed volunteers Patients received 
no medication for a minimum of 31 days and a mean of 30 weeks. The subjects were 
administered the labelled deoxy3lucose Just after the beginning of a 32-minute sequence of 
blurred numbers as visual stimuli for the Continuous Performance Test. in norma! controls, 
task performance was associated with increases in glucose metabolic rate in the right frontal 
and right temporoparietal regions; occipital rates were unchanged. Patients with schizophrenia 
showed both absolutely and relatively reduced metabolic rates in the frontal cortex and in 
the temporoparietal regions compared with normal controls. 


In a pioneering study, Ingvar & Franzen (1974) 
imaged human cerebral blood flow with xenon-133 
in patients with schizophrenia and -ontrols. In 
normal resting subjects there were reiatively high 
flows in the frontal lobes and lower flows in temporal 
and occipital regions; schizophrenics tended to lose 
this normal hyperfrontal pattern. Statis-ical analyses 
revealed that neither frontal nor occipital flow rates 
in themselves showed significant differences between 
groups, but that a frontal: occipital razio did reach 
significance. Ingvar introduced the term ‘hypo- 
frontality' to describe this pattern. 

Such ratio comparisons are a standard feature of 
much research in the psychophysiology of schizo- 
phrenia. Since individual baseline cerebral blood 
flows differ greatly, like EEG, heart rate, or other 
autonomic measures, ratios between data obtained 
at two different scalp locations were used to reveal 
this effect. 

We decided to replicate the 1974 blood-flow 
studies with labelled fluorodeoxyglucose (FDG) and 
positron emission tomography (PET), using a small 
series of patients resting with their eyes closed. This 
series (Buchsbaum ef al, 1982) revealed. like the 1974 
data, a relatively diminished frontal : occipital ratio 
in patients with schizophrenia. This also occurred 
when patients were receiving brief electric shocks to 
their right forearm (Buchsbaum ef ai, 1984). 

Six other PET studies of schizophreaia have been 
reviewed by Buchsbaum & Haier (1987). In general, 
these studies have tended to show that patients with 
schizophrenia had lower frontal: occipizal ratios than 
normals, although it was not confirmed to a 
Statistically significant extent in all six. Studies of 


cerebral blood flow by seven other groups also have 
tended to confirm the original Ingvar & Franzen 
finding (see Buchsbaum & Haier (1987) for a detailed 
review). However, both PET and biood-flow studies 
have been variable in the extent to which the 
hypofrontal differences are manifest. In some cases, 
while schizophrenics had lower ratios, these ratios 
were still above 1.00, leading to the term ‘relative 
hypofrontality'. 

One important source of variation that has been 
suggested (Buchsbaum ert al, 1984; Weinberger et al, 
1986) is the difference in psychological state during 
FDG uptake. Given the sensitivity of both cerebral 
blood flow and FDG uptake to task demands, 
posterior activation with visual stimulation, implied 
demands of ‘resting’, ambient sensory stimulation ' 
in the PET room, and other uncontrolled sensory 
and perceptual input might well influence the pattern 
of cerebral activity in different ways in patients and 
normals. To control this source of variation, we 
selected somatosensory stimulation for our second 
PET study (Buchsbaum ef al, 1984). Pain stimulation 
had been reported to increase blood flow in the 
frontal lobe in man (Ingvar et al, 1976) and animals 
(Tsubokawa et al, 1981), and to reveal diminished 
pain sensitivity in patients with schizophrenia (Davis 
et al, 1979a,b; Buchsbaum ef al, 1986). Pain 
stimulation during FDG uptake continued to reveal 
statistically significant differences in relative frontal/ 
occipital metabolic rate. However, it did not alter 
frontal: occipital ratios from the resting state in 
normals (Buchsbaum et al, 1983). Thus, while 
perhaps useful for controlling sensory conditions and 
thus reducing variance, the shock condition did not 
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specifically activate the brain regions targeted for 
study (although the ‘rest’ condition might not be 
optimal for comparison). 

For our third study, we selected the Continuous 
Performance Test (CPT) because this task has shown 
particular sensitivity to schizophrenic performance 
deficit. The CPT is a visual vigilance task that 
involves monitoring a series of briefly presented 
stimuli (usually numbers or letters) that appear 
rapidly one after the other and pressing a button each 
time a pre-designated letter or number is presented. 
Adult chronic schizophrenic patients score 
significantly lower than chronic alcoholics or normal 
subjects, and schizophrenic in-patients score lower 
than in-patients with either schizoaffective disorder 
or major affective disorder (Walker, 1981). 
However, this abnormally low CPT target detection 
rate (the d’ score) characterises 40-50% rather than 
all schizophrenic in-patients (Orzack & Kornetsky, 
1966; Walker & Shaye, 1982). Furthermore, these 
poor CPT performers are more likely to have family 
history of schizophrenia (Walker & Shaye, 1982) or 
serious mental illness (Orzack & Kornetsky, 1971) 
than schizophrenic patients who are good CPT 
performers. 

Low levels of CPT target discrimination also 
characterise persons who would be predicted to be 
at heightened risk for schizophrenic disorder 
(Rutschmann ef al, 1977; Erlenmeyer-Kimling & 
Cornblatt, 1978; Nuechterlein, 1983). The relative 
sensitivity of the CPT to attentional impairment 
among children at heightened risk for schizophrenia 
is also suggested by the finding that the CPT d" score 
produced significant differences between children or 
schizophrenic mothers and representative normal 
children, whereas measures from cross-modal reaction 
time and incidental learning tasks did not 
(Nuechterlein et al, 1982). 

Deficits in target detection rate and false alarm rate 
have been demonstrated in both stable, post- 
psychotic schizophrenic out-patients on antipsychotic 
medication (Asarnow & MacCrimmon, 1978) and 
remitted schizophrenic patients off medication and 
functioning at their pre-morbid level (Wohlberg & 
Kornetsky, 1973). Thus, cross-sectional studies at 
pre-morbid, psychotic, and post-psychotic points 
suggest that some persons prone to schizophrenia 
might manifest CPT deficits throughout their life 
course. 

Recently, an auditory discrimination task, not 
dissimilar to the visual CPT in subject performance, 
was used during FDG uptake in normals and patients 
with schizophrenia (Cohen et al, 1987). A correlation 
between metabolic rate in middle pre-frontal cortex 
and accuracy of performance was found in normal 
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subjects. Further, decreased metabolic rates in pre- 
frontal cortex of schizophrenics were found, even 
among those patients with performance in the 
normal range. This report is consistent with our 
earlier finding of frontal reductions in schizophrenia, 
and supports our selection of the CPT as an 
appropriate task for PET study. 

Two comparison groups of normal controls were 
planned: one doing the task with the same 
instructions as the schizophrenics, and one 
completely uninstructed but watching the stimuli 
passively. This contrast was added to allow 
identification of brain regions activated by the 
cognitive aspects of the vigilance task. 


Method 


Subjects 


Thirteen patients with schizophrenia (11 men, 2 women, 
mean age 28+6.7 years) were recruited from the clinical 
and research programmes of the University of California 
at Irvine (UCI) and Los Angeles (UCLA), and do not 
overlap with earlier samples. Eleven were right handed and 
two were left handed. Patients were off all psychoactive 
medication for a minimum of 31 days and a mean of 30 
weeks. For long-acting, injectable, antipsychotic 
medication, the minimum period off medication was eight 
weeks. All patients were in good physical health and none 
had noteworthy abnormalities on physical examination or 
as found on laboratory tests. Patients with a history of 
seizure disorder, major head trauma, or substance abuse 
were excluded. Psychiatric interviews and assessments of 
the patients were carried out at UCLA independently of 
PET laboratory procedures in the week before the scan. 
The diagnostic work-up included the Present State 
Examination (PSE; Wing ef al, 1974) modified to allow use 
of DSM-III criteria, the expanded version of the Brief 
Psychiatric Rating Scale (BPRS; Overall & Gorham, 1962; 
Lukoff et al, 1986), and the Scale for the Assessment of 
Negative Symptoms (SANS; Andreasen, 1982) The mean 
BPRS score (sum of first 18 items) was 33 (s.d. 10) The 
mean SANS score (sum of all but the subjective and global 
ratings) was 30 (s.d. = 10). Mean educational level was 12.8 
years. Patients received the CPT task at the interview as 
well as during the glucose uptake period. 

The normal control group for this study consisted of 37 
right-handed volunteers. Subjects were screened for health 
just as the patients were, by physical examination, medical 
history, laboratory measures, and psychiatric interview at 
UCI. The BPRS and SANS were not done. Eighteen 
subjects, the CPT task group (14 men, 4 women, mean age 
26.2+8.1 years), received the degraded-stimulus CPT 
(Nuechterlein et al, 1983). Their mean educational level was 
14.7 years. A group of 19 subjects, the no-task group (9 
men, 10 women, mean age 35.5 13.8 years), received 
identical stimuli but were told only to use the flashes as 
a fixation point. The CPT task group was age- and sex- 
matched to the schizophrenics for comparison. 
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Task 


Single digits (0-9) were presented for 40 ms at a rate of 
one every two seconds. Subjects were told to press a button 
using their right hand each time that they detected the digit 
0 and that it was equally important to respond to zeros and 
not respond to non-zeros. Targets were presented irregularly 
with a probability of occurrence of 0.25. Stimuli were 
presented silently by rear projection on a 24 cm x 24 cm 
screen, with a Kodak carousel slide projector fitted with 
an Iex No. 4 Synchro-Electronic Shutter aad blurred to 
a degree that makes digits barely recognisable (such that 
a 2.8 diopter correction is required to refocus clearly). 
The subject's eyes were 1.2 m from the rear projection 
screen, 


Positron emission tomography 


Changes in regional brain activity were imazed as glucose 
metabolic rate using sterile, pyrogen-free 'F-2-deoxy- 
glucose, prepared at the Crocker Nuclea- Laboratory, 
University of California, Davis. Batches con:aining 90-100 
mCi of 'F-2-deoxyglucose dissolved in 0.9% isotonic 
saline were synthesised from "F made in a 2-h 
bombardment, by the ?Ne(d,a)'?F reaction using a 27.5 
MeV external deuteron beam (20 pA) from the 76-inch 
isochronous cyclotron. Radiochemical purity and pyrogen 
testing were performed before injection of the F-2-deoxy- 
glucose using high-performance liquid chromatography on 
a varian 5000 and a Limulus amoebocyte lysate gelation 
test, respectively. The US Pharmacopeia sterility test was 
performed on the F-2-deoxyglucose after administration 
due to the 14-day incubation time. All quality-assurance 
procedures confirmed the F-2-deoxygluccse to be within 
specifications and of pharmaceutical quality. 

Before PET scanning, an individually molded, 
thermosetting plastic head holder was made for each 
subject, to minimise head movement. The same head holder 
was used for magnetic resonance imaging (MRI). 

For the PET procedure, subjects were seated in a 
darkened isolation room. An intravenous line of 0.9% 
saline drip was inserted into the subject’s left arm for blood 
sampling and another one into the right arm for injection 
of the labelled glucose. The left arm was wrapped in a hot 
pack for arteriolisation of venous blood. The left arm was 
extended through a slit in a black curtain two metres high, 
so as to screen blood sampling activity. Both patients and 
controls who were administered the CPT during uptake 
were instructed just before injection time and were given 
a trial run of the CPT to ensure their understanding of the 
task. Two to three minutes before the '*F-2-deoxyglucose 
injection (4-5 mCi), room lights were extinguished and 
visual stimuli were begun; the stimuli continued for 32-37 
minutes after injection of the radionuclide. Subjects were 
not spoken to during uptake, and all remained quiet and 
co-operative. Subjects were continuously observed to ensure 
that they were following instructions. After 30-35 minutes 
of FDG uptake, the subject was transferred to the adjacent 
scanning room. Nine planes (CTI NeuroECAT) at 10 mm 
increments and parallel to the canthomeatal line (CM) were 
done between 45 and 100 minutes after FDG injection. 
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Scans were performed with both shadow and septa shields 
in, a configuration with measured in-plane resolution of 
7.6 mm and 10.9 mm resolution in the z-dimension (axial). 
A calculated attenuation correction and smoothing filter 
were used. The scanner was calibrated each scan day, with 
a cylindrical phantom, and compared with well-counter 
data. 


Scan slice processing and selection 


Scans were transformed to glucose metabolic rate according 
to the model of Sokoloff (1977) and constants from Phelps 
et al (1979) were used for consistency with earlier studies. 
Three slices were selected exactly following our previously 
described technique (Buchsbaum er al, 1982, 1984). The 
slices were outlined with a boundary-finding algorithm, and 
a 2-cm-thick ring of cortex identified as in Fig. 1. Eight 
values (four anteroposterior sectors for each hemisphere) 
were obtained from each slice. Values were expressed as 
ratio data to control for individual differences in overall 
level (sector mean: whole-slice mean). 


Statistical analysis 


The first analysis focused on comparison of CPT task and 
CPT no-task normal groups. Second, for a direct 
comparison with our previous schizophrenia studies 
(Buchsbaum ef a/, 1982, 1984), we contrasted the normal 
control CPT task group with the patient group. In this 
report, we chose to match exactly the PET image cortex 
peel approach of our two earlier studies at the National 
Institute of Mental Health (NIMH). Thus, the PET slices 





40.0% 


from CM 


Fic. 1 Three slice levels used in the analysis of the cortical 
surface. PET images are selected to match these levels and then 
a computer algorithm is applied to delineate the four cortical sectors 
on each hemisphere numbered R1- R4 for the right and L1-L4 for 
the left in anteroposterior sequence. In most individuals, the sectors 
are largely composed as follows. The supraventricular slice 
comprises (a) superior and middle frontal gyrus, (b) inferior frontal, 
pre-central and post-central gyrus, (c) parietal lobe, supramarginal 
and angular gyrus, and (d) occipital pole. The midventricular slice 
comprises (a) middle frontal and some superior frontal gyrus, (b) 
pre-central gyrus, insula and some superior temporal gyrus, (c) 
middle and inferior temporal gyrus (in some individuals, some 
parietal lobe may be included), and (d) occipital pole. The 
infraventricular slice comprises (a) inferior frontal gyrus and some 
middle frontal gyrus, (b) tip of temporal lobe and some superior 
and middle temporal gyrus, (c) middle temporal gyrus, and (d) 
inferior occipital pole. 
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were identified for level matching with the photographic 
atlas of Matsui & Hirano (1978), and the method developed 
at NIMH (Buchsbaum ef al, 1982, 1984) for extracting the 
cortical peel was applied (Fig. 1). This same method also 
has been adopted by Jernigan et al (1985) and Sheppard 
et al (1983). 

The a priori hypothesis that the frontal cortex of normals 
would show increases in relative metabolic rate in the CPT 
task group was examined first using t-tests. Where 
individual area ratio values previously have been reported 
to show differences between normals and schizophrenics 
with f-tests, we have used one-tailed t-tests for glucose 
increases with task. This was followed by: (a) four-way 
analysis of variance (ANOVA, BMDP 2V; Dixon, 1982) 
with independent groups (task, no-task, or controls task, 
schizophrenics task) as one dimension and repeated 
measures for slice level (supra-, mid- and infraventricular), 
hemisphere (left, right) and sector (anterior to posterior) 
using conservative or Huyhn-Feldt adjusted degrees of 
freedom; (b) ANOVA on simple interactions where three- 
way or higher interactions were found; (c) t-tests on 
collapsed means following significant interactions; and (d) 
t-tests on all cells, identified as exploratory analyses. 


The same statistical approach was used to compare 
controls and schizophrenics for a replication of earlier 
methods. First, where we have previously reported /-tests 
as significant, we used one-tailed /-tests in replication. Then, 
we computed a four-way ANOVA with diagnostic group 
as an independent dimension (normals and schizophrenics 
both doing the CPT) and with slice level (supra-, mid- and 
infraventricular), hemisphere (right, left) and antero- 
posterior cortical position (sectors numbered | through 4 
from front to back), as repeated-measures dimensions. 
Previous studies would be confirmed by a significant 
diagnostic group by anteroposterior sector interaction, 
indicating a different pattern of sector means from front 
to back in the two groups. 


Results 


Frontal lobe metabolic rate change 
with task in normal subjects 


The measure most comparable with the blood-flow studies 
of Ingvar & Franzen (1974) and Weinberger et al ( 1986) 
is the mean across the three slice levels for the frontal lobe, 


TABLE I 
Activation by task within normal subjects: relative glucose use (mean/ whole-slice mean) at 
supraventricular, midventricular, and infraventricular levels 











Controls 
CPT CPT no task 
Left Right Left Right 
Supra-, mid- and infra-slice levels combined 
Anterior 1.11 +0.04 1.15 € 0.05 1.10 +0.06 1.12! +0.05 
Midanterior 1.04 +0.05 1.14 +0.05 1.05 + 0.04 1.10 +0.04 
Midposterior 0.96 + 0.06 1.06 + 0.06 0.96 + 0.04 1.000 + 0.07 
Posterior 1.00 + 0.05 1.04 +0.05 1.00+ 0.05 1.04 +0.06 
Supraventricular 
Anterior 1.07 * 0.09 1.13+0.10 1.06 + 0.09 1.08 +0.07 
Midanterior 1.07 + 0.08 1.16+0.08 1.05 + 0.08 1.107 + 0.08 
Midposterior 0.97 + 0.07 1.05 + 0.08 0.95 + 0.07 1.00? + 0.07 
Posterior 1.07 * 0.10 1.13 £0.12 1.08 + 0.08 1.10 +0.10 
Midventricular 
Anterior 1.10 +0.04 1.12 +0.05 1.08 + 0.07 1.10 +0.05 
Midanterior 1,10+0.05 1.21+0.06 1.11+0.05 1.17 € 0.05 
Midposterior 0.95 - 0.10 1.06 0.06 0.97 + 0.07 1.00? + 0.09 
Posterior 0.93 + 0.08 0.98 + 0.07 0.93 + 0.08 1.00 +0.05 
Infraventricular 
Anterior 1.16+0.07 1.21+0.06 1.15+0.08 1.18 +0.08 
Midanterior 0.94 + 0.05 1.06 + 0.08 0.98 + 0.08 1.05 +0.08 
Midposterior 0.98 + 0.04 1.07 +0.06 0.97 + 0.04 1.00 € 0.10 
Posterior 0.99 + 0.08 1.02 + 0.06 0.99 + 0.09 1.01 +0.08 





ANOVA summary: task by level by hemisphere by anteroposterior sector interaction, not significant. Main effect 
of task, F= 10.38, d.f.— 1,35, P 0.0028. Level effect: F- 4.89, d.f. — 1.48, 51.70, P-« 0.019 (Huyhn~Feldt 
adjusted d.f.). Hemisphere effect: F= 68.08, d.f. — 1,35, P=0.000. Sector effect: F= 57.44, d.f. = 2.69, 94.20, 
P «0.000. Task by hemisphere interaction: F= 6.46, d.f. = 1,35, P.« 0.0156. Task by hemisphere by sector, trend 
effect, F=4.47, d.f.— 1,35, P- 0.04. Level by hemisphere by sector, F— 2.71, d.f. = 4,157, P=0.02. Other 
interactions not significant. Effect of age covariance; main effect of task F=5.54, P 0.025. 

1. Significantly different from CPT no-task group by t-test, one-tailed, P« 0.05. 

2. Significantly different from CPT no-task group by t-test, two-tailed, P« 0.05. 
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because these investigators similarly collapsed data across 
blood-flow detectors. For each sector (see Fig. 1), we 
calculated relative metabolic rate (sector/whole-slice mean). 
Significantly higher relative metabolic rate was observed 
with task for the right frontal lobe, sector R1 (mean = 1.15, 
s.d. = 0.05), than for the no-task control visual stimulation 
(mean — 1.12, s.d. — 0.05); this was confirmed by r-test 
(t= 1.83, P«0.05, one-tailed; see also top of Table I). 
Higher rates were also observed for right posterior frontal 
cortex (R2) at the supraventricular level (Table I). 

This pattern of higher right frontal and right parietal 
relative metabolic rates when normal subjects performed 
the task was also confirmed in our specified sequence of 
analysis, with the four-way ANOVA (Tatles I and II). 
Because each sector metabolic rate is divided by whole-slice 
mean, a significant main effect of task reflects an increase 
in the cortical : non-cortical ratio, and a task by hemisphere 
interaction indicates a general right hemisphere increase with 
task performance (Table II). The task by hemisphere by 
sector trend effect (Table I) is associated with the larger 
right posterior frontal (R2) and parietal/temporal (R3) 
metabolic rates seen with task than with control stimulation. 
Simple interaction ANOVA on the right and left hemisphere 
separately revealed a trend effect (anteroposterior position 
by task group, P — 0.06) for the right side, bu: no significant 
interaction on the left. 

With t-tests collapsed across levels, sectors R2 and R3 
(see Fig. 1, containing parietal lobe at the supraventricular 
level and temporal lobe at the mid- and infraventricular 
level) reach significant levels for task activation for the right 
hemisphere (Table I). Simple interaction ANOVA on the 
three levels (supra-, mid-, and infraventricular; presented 
because of the appearance of similar analyses in other 
reports and our analyses of differences between controls 
and patients) revealed significant task and hemisphere by 
task interactions at the supraventricular level, antero- 
posterior position by task by hemisphere interactions at the 
midventricular level, and task by hemisphere and antero- 
posterior position by task interactions at the infraventricular 
level (P<0.05, d.f.=1,35, for task by hemisphere, and 
d.f. — 2.4, 81, for anteroposterior position by task, Huynh- 
Feldt correction). Lastly, exploratory t-tests on the 12 left- 
sided sectors showed no significant differences between 
them on task activation. 


Task performance and relative metabolic rate 


We explored the relationship in the controls between CPT 
task performance (d") and relative metabolic rate for each 
cortical sector by calculating correlation coefficients. The 


TABLE II 
Hemispheric activation by task within normal groups: 
glucose use (sector/whole-slice mean) 





Left Right 
CPT task 1.03 + 0.08 1.10+0.07 
No task 1.03 + 0.07 1.07 + 0.07 





ANOVA, task by hemisphere interaction, F = 6.46, d.f. = 1,35, 


P=0.016 
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Fic. 2 


Typical infraventricular level PET scan in normal control 
and patient with schizophrenia. Scale is „mol glucose/100 g 
brain/min and represen:ed as slice maximum to slice minimum in 
nine steps of grey. Both subjects have frontal lobes appearing on 
the slice below this one, so that decrease in metabolic rate cannot 
be due entirely to partia!-volume effects. Individual differences in 
slice appearance are illustrated by this pair 


right midposterior sector on the midventricular slice reached 
0.56 (P « 0.05) indicating that individuals with relatively 
higher metabolic rates in this area performed better. No 
other sector value reached P« 0.05. 


Differences between patients with schizophrenia and 
normal controls 


Patients showed lower activity in the frontal region than 
normal controls as assessed by both relative and absolute 
metabolic rates. Typical PET scans are shown in Fig. 2. 

Analyses were carried out in parallel with the comparisons 
in normals examining the task effects. For the frontal lobe 
collapsed across the three slices, patients with schizophrenia 
had lower relative metabolic rates than controls in the right 
(1.10 v. 1.15) and left (1.07 v. 1.11) anterior sectors 
(P«0.025, one-tailed). Next, the four-way ANOVA 
confirmed a significant group by anteroposterior sector 
interaction (Table III) as well as a group by hemisphere by 
anteroposterior sector interaction, and a group by level by 
hemisphere by sector interaction (Fig. 3 and Table IV). 


TABLE III 
Differences between schizophrenics and normals during 
degraded-stimulus CPT: group sector interaction for 
relative glucose use (sector/whole-slice mean) 





Cortex sector Controls Schizophrenics 


(n= 18) (n — 13) 
1 1.13 * 0.05 1.08 + 0.04 
2 1.09 * 0.09 1.09 * 0.09 
3 1.01 * 0.05 1.01 * 0.03 
4 1.00 + 0.05 1.04 + 0.07 





ANOVA group by sector interaction, F= 3.61, d.f. = 2.98, 86.39, 


P=0.0167. 
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Relative Glucose Usage 





Anteroposterior Sector 


F10.3 Relative glucose metabolic rate from front (1) to back (4) 
across scan levels. There 1s a diminished difference between right 

"^ and left hemispheres in schizophrenics, especially for sector 3 
(@—-® normal, right; ©- - -O schizophrenic, right; 4 A 
normal, left; A- -- schizophrenic, left ) 
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Next, simple interactions were examined, with three-way 
ANOVA on right- and left-sided data separately. Group 
by anteroposterior sector interactions were confirmed for 
both sides separately (P=0.01 for the right, P-- 0.029 for 
the left), but the pattern of activity across sectors is 
somewhat different. Both hemispheres show less increase 
in activity in schizophrenic patients than normal subjects 
from the posterior to the anterior sectors; but the patients 
show less difference between right and left in the 
temporoparietal sector (Fig. 3). A supplementary ANOVA 
omitting the two left-handed schizophrenics confirmed the 
same laterality effects and showed an additional four-way 
interaction (F— 2.89, d.f.=6, 102; P=0.01). 


Hypofrontality ratios 


The relative hypofrontality reported in our earlier studies 
is more robust at mid- and infraventricular levels in the 
current data. Analyses were carried out on front:back 
(sector L1:L4 and R1:R4) ratios (Table V), using the 
frontal : occipital ratio of 1.05 as a cut-off score, found to 
be a useful criterion in our 1982 and 1984 studies. For the 
infraventricular slice, we identified 7 of 13 schizophrenics 


TABLE IV 
Differences between schizophrenics and normals during degraded-stimulus CPT: relative glucose use (sector mean/ whole- 
slice mean) at supraventricular, midventricular, and infraventricular levels 











Controls Schizophrenics 
Left Right Left Right 

Supra, mid and infra levels 
combined 
Anterior 1.11 +0.04 1.15+0.05 1.077 + 0.06 1.10 +0.07 
Midanterior 1.04+ 0.05 1.14+0.05 1.04 +0.03 1.13 +0.04 
Midposterior 0.96 + 0.06 1.06+ 0.06 0.99 +0.05 1.03 +0.05 
Posterior 1.00+0.05 1.04 +0.05 1.02 +0.06 1.07 +0.04 
Supraventricular 

^ Anterior 1.07 +0.09 1.13+0.10 1.04 +0.05 1.09 +0.08 
Midanterior 1.07+0.08 1.16+0.08 1.09 +0.07 1.17 +0.07 
Midposterior 0.97 +0.07 1.05 +0.08 1.00 +0.07 1.06 +0.06 
Posterior 1.07+0.10 1.13+0.12 1.08 +0.09 1.12 +0.07 
Midventricular 
Anterior 1.10+0.04 1.12+0.05 1.05'+0.10 1.06 +0.09 
Midanterior 1.10+0.05 1.21 +0.06 1.10 +0.05 1.19 +0.05 
Midposterior 0.95+0.10 1.06 +0.06 1.02? +0.05 1.02 +0.06 
Posterior 0.93 + 0.08 0.98 + 0.07 0.92 +0.07 1.01 +0.06 
Infraventricular 
Anterior 1.16 +0.07 1.21 +0.06 1.12! + 0.06 1.142 +0.07 
Midanterior 0.94 +0.05 1.06 + 0.08 0.94 +0.05 1.03 +0.07 
Midposterior 0.98 + 0.04 1.07 +0.06 0.96 +0.08 1.00? + 0.08 
Posterior 0.99 + 0.08 1.02 + 0.06 1.06? + 0.07 1.08? + 0.06 





ANOVA summary: group by level by hemisphere by anteroposterior sector interaction, F= 2.37, d.f. =6, 174, P=0.0313 (Huyhn-Feldt 
" adjusted d.f. used). Main effect of group, not significant. Level effect: F= 11.49, d.f. = 1.46, 42.44, P=0.0004. Hemisphere effect: 

F 55.48, d.f. = 1, 29, P= 0.000. Sector effect: F= 32.31, d.f. = 2.97, 86.39, P= .000. Group by sector interaction: F= 3.61, d.f. =2.98, 

86.39, P=0.0167. Group by hemisphere by sector interaction, F=3.41, d.f. =2.90, 83.96, P'— 0.023. Other interactions are NS 

1. Significantly different from normal control group by t-test, one-tailed, P«0.05. 

2. Significantly different from normal control group by t-test, two-tailed, P<0.05. 
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TABLE V 
Differences between schizophrenics and normals during degraded-stimulus CPT: frontal: occipital ratios 
Controls Schizophrenics 
Left Right Combined Left Right Combined 
Supraventricular 1.00 1.00 1.00 0.97 0.97 0.97 
Midventricular 1.19 1.15 1.17 1.14 1.05** 1.10* 
Infraventricular 1.18 1.18 1.18 1.06** 1.07*** 1.07*** 





One-tailed t-tests contrasting controls and schizophrenics: *P« 0.025, **P<0.01, ***P«0.0025. 


as hypofrontal but only 1 of 17 normals. Thus, we obtain 
a sensitivity of 53% and a specificity of 94%. 


Absolute metabolic rates 


Metabolic rate («mol glucose/100 g brain/min) was lower 
in the frontal region of patients with schizophrenia than 
normal controls (Table VI). Patients had significantly lower 
metabolic rates in the R1 sector collapsed across levels as 
well as lower metabolic rates in the R1, L1, R2, and L2 
sectors at mid- and infraventricular levels. R3 and R4 sectors 
were not different. ANOVA confirmed an anteroposterior 
sector by group interaction; this can be seen by examining 


the mean values for levels combined and hemispheres 
combined (schizophrenic values in top right-hand corner 
of Table VI) Here schizophrenics showed a gradient 
of only 0.7 umol from front to back (18.3-17.6), whereas 
normals showed a gradient of 2.2 pmol (21.7-19.5); this 
represents a reduction of anteroposterior gradient to only 
32% of normal in the patients. The entire pattern of 
regional metabolism is actually different between the 
groups, as confirmed by the significant four-way 
interaction. Note that overall glucose metabolic rate across 
all locations was not significantly different between normals ~ 
(20.4) and patients (17.9; P=0.18, see footnote to 
Table VI). 


TABLE VI 
Glucose metabolic rate (umol/100 g/min) during degraded-stimulus CPT 
ee ee Se 





Controls Schizophrenics 
Left Right Combined Left Right Combined 

mean s.d. mean s.d. mean s.d. mean s.d. mean s.d. mean s.d. 
Levels combined 
Anterior 21.3 6.5 221 67 21.7 6.6 18.1* 4.4 18.5* 4.4 18.3 44 
Midanterior 19.9 5.2 220 6.3 21.0 5.9 17.7 3.8 192 3.8 18.5 3.8 
Midposterior 18.4 5.6 20.4 6.4 19.4 6.0 16.7 3.8 17.3 3.7 17.0 37 
Posterior 19.0 5.] 199 5.9 19.5 5.7 17.1 3.1 18.0 3.1 17.6 341 
Combined 19.7 5.8 21.1 6.3 204 6.0 17.4 3.8 18.3 3.7 17.9 3.7 
Supraventricular 
Anterior 20.9 10.1 21.9 10.3 21.4 10.2 19.4 5.1 20.3 5.5 19.8 53 . 
Midanterior 21.0 9.9 22.7 10. 21.4 10.3 203 5.3 22.0 5.3 212 5.3 
Midposterior 19.3 10.0 21.0 11.0 202 10.5 18.6 4.6 19.8 5.0 192 47 
Posterior 20.9 9.8 21.9 10.1 21.4 10.0 20.1 4.7 20.9 44 20.5 45 
Combined 20.5 9.9 21.9 10.4 21.2 10.1 19.6 4.8 20.8 49 20.2 4.8 
Midventricular 
Anterior 22.6 61 230 62 22.8 6.1 18.0*** 5.0 19.0*** 4.5 18.0 47 
Midanterior 22.4 5.4 249 64 237 5.9 18.77 3.7 202** 3.9 19.5 37 
Midposterior 19.1 4.8 216 5.6 20.4 5.1 17.2 3.8 17.2** 3,3 17.2 3.5 
Posterior 18.8 5.1 199 5.5 19.3 5.2 15.4** 2.9 17.0 3.3 16.2 3.0 
Combined 20.7 5.2 224 5.8 21.6 5.5 17.3 3.7 18.1 3.6 17.7 3.7 
Infraventricular 
Anterior 20.4 5.] 21.4 5.5 20.9 5.3 16.9*** 3.7 17.3*** 3.8 17.0 3.7 
Midanterior 16.2 3.2 18.4 4.2 17.4 3.7 14.0 2.9 15.3** 32 14[.7 3.0 
Midposterior 16.9 3.8 187 44 17.8 4.1 14.3 3.5 15.0** 3.6 14.7 3.4 
Posterior 17.2 4.3 17.8 43 17.5 4.3 15.7 2.6 16.1 2.7 15.9 2.6 
Combined 17.7 4.0 19.1 4.5 18.4 4.2 15.2 3.1 15.9 3.1 15.6 3.1 


ANOVA summary: group effect, F= 1.85, P 0.18; level, F=8.2, d.f.=2,58, P —0.006; level by group, P:- NS; hemisphere, F= 58, 
P<0.0001; anteroposterior postion, F- 39, P<0.C001; group by anteroposterior sector, F» 3.33, d.f.=2,61, 75.7, P— 0.029; group 
by hemisphere by anteroposterior sector, P — 0.0071; group by level by hemisphere by anteroposterior sector, P= 0.017 by Huyhn-Feldt. 
Ohter interactions, NS. *P<0.05, one-tailed; **P«0.05, two-tailed; ***P« 0.02, one-tailed. 
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Task performance and relative metabolic rate 


Those normal subjects who performed best on the CPT 
tended to show relatively higher metabolic rates in the right 
temporoparietal region, but among schizophrenics this 
relationship was reversed. For schizophrenic patients, the 
correlation coefficient between relative metabolic rate in 
the R3 sector, midventricular level and d'score was — 0.57 
(P.« 0.05) in the patients, indicating that worse performance 
was associated with relatively higher levels; no other sector 
was significant ( — 0.50 at supraventricular level, — 0.33 at 
infraventricular level). This was also the only sector to reach 
significance in normals (r=0.56) and the difference in 
correlation coefficients between normals and schizophrenics 
is also statistically significant (Fisher's z test, P«:0.05). CPT 
performance was better in normals (mean d' score = 2.50; 
s.d. —0.93) than in schizophrenics (mean = 2.16, s.d. —0.85) 
but this difference was not significant. 


Clinical correlations with relative metabolic rate 


- On an exploratory basis, we calculated correlation co- 
efficients between the anteroposterior ratio (infraventricular 
level, R1: R4) in the patients (chosen because it yielded the 
most robust group differences) and age (r= — 0.58, P« 0.05), 
age of onset (r= — 0.54, NS), length of ic treatment 
(r=0.34, NS), BPRS positive symptoms (r=0.43, NS), 
SANS (r= —0.08, NS) and CPT d" (r=0.03, NS). Neither 
BRPS anxiety nor depression correlated significantly with 
the anteroposterior level for any of the three levels or 
hemispheric sides. The anxiety correlations were all positive 
(0.39, 0.43, 0.38) for the three levels, thus not supporting 
the suggestion that hypofrontality could be associated with 
increased patient anxiety. 

Since age was a significant correlate of anteroposterior 
ratio, we entered age as a covariate in an ANOVA with 
anteroposterior ratios for left and right hemisphere at three 
levels, comparing normals and schizophrenics. A significant 
diagnostic group effect was confirmed (F'= 9.24, d.f. = 1,28, 
P=0.005). Age-adjusted infraventricular level ratios for the 
right hemisphere were 1.17 in normals and 1.07 in schizo- 
phrenics. 


Discussion 


There were three major findings: the relative 
increases in glucose metabolic rate with attentional 
task performance in normals in the right frontal and 
right temporoparietal regions, a replication of earlier 
findings of relative hypofrontality in patients with 
schizophrenia, and anatomical overlap between areas 
of the brain activated by the task and those differing 
between patients and controls. 


Schizophrenia and neuroanatomical models 
of attention 


Behavioural studies have emphasised that attention 
is not a unitary phenomenon, but instead refers to 
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complex interactions between mental operations such 
as focusing on or engaging a target, sustaining the 
focus over time, encoding stimulus patterns, and 
disengaging and shifting the focus (Davies & 
Parasuraman, 1982; Posner & Presti, 1987; Mirsky 
& Duncan, 1989). This complexity is recognised in 
neuroanatomical models of attentional functioning, 
which posit the involvement of a network of inter- 
related brain areas. As summarised by Mesulam 
(1985) and Mirsky & Duncan (1989) the pre-frontal 
cortex supports planning and executive functions, 
including shifts of attentional focus, and is hypoth- 
esised to include a motor representation of extra- 
personal space in the frontal eye fields and adjacent 
polymodal cortex. The inferior parietal lobule 
and superior temporal sulcus are a polymodal 
sensory convergence area that is hypothesised to 
serve as a sensory representation of extrapersonal 
space and to have an important role in focusing on 
a target stimulus. The cingulate cortex may play a 
role in motivational aspects of attention, including 
evaluation of relevance. Finally, the reticular 
activating system, including brainstem reticular 
formation and reticular thalamic nuclei, regulates 
attentional tone through ascending and descending 
pathways. 

For the current analysis of cortical deficits 
in schizophrenia, the frontal and temporoparietal 
components of the attentional network are par- 
ticularly important. Recent PET evidence (see 
review by Buchsbaum & Haier, 1987) and elec- 
trophysiological evidence (Strandburg et al, 1984; 
Buchsbaum ef al, 1986) indicate that frontal areas 
are a prominent site of differences between schizo- 
phrenic patients and control subjects. The parietal 
cortex has also been a site of differences between 
schizophrenic patients and controls in topographic 
electrophysiological studies (Strandberg ef al, 1984; 
Buchsbaum ef al, 1986). In addition, many of the 
most commonly found neuropsychological impair- 
ments in adult schizophrenic patients and children 
at risk for schizophrenia, such as disturbances in 
visual search, visual/motor integration, graph- 
aesthesia, right-left orientation, and fine motor 
co-ordination, may be mediated by pre-frontal and 
right parietal cortex (see Asarnow, 1982, for a 
review). Thus, our findings of relative increases in 
glucose metabolic rate in right frontal and temporo- 
parietal cortex during performance of the degraded- 
stimulus CPT is consistent with current neuro- 
anatomical models of attentional functioning. 
Furthermore, the lower metabolic rate of schizo- 
phrenic patients in frontal and right temporoparietal 
areas during the CPT can be understood in the 
context of these models. 
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Replication of previous studies 


Our results in this study are generally consistent with 
the majority of reports of PET and regional cerebral 
blood flow. The current data match cur 1982 and 
1984 studies in revealing a difference in antero- 
posterior gradient tested by ANOVA, and a difference 
in frontal: occipital ratios tested by t-test. We have 
reported our data in this way to facilitate cross-study 
comparison, and to provide evidence for a specific 
regional pattern rather than global brain metabolic 
change. In our recent review (Buchsbaum & Haier, 
1987) we summarised the right frontal: occipital 
ratio data from seven studies. This summary revealed 
significantly lower frontal : occipital ratios in schizo- 
phrenics than in normals in three studies (Buchsbaum 
et al, 1982; 1984; Farkas et al, 1984) and non- 
significantly lower ratios in the remaining four 
(Sheppard et al, 1983; Jernigan et al, 1285; Wolkin 
et al, 1985; Kling et al, 1986). Of the four studies 
published since then, Volkow et al (1987) and Cohen 
et al (1987) also found lower ratios in schizophrenics, 
Gur et al (1987) found normals and pazients equal, 
and Early et al (1987) do not present data in tabular 
form to allow evaluation of the frontal: occipital 
ratio. 

These studies differ widely i in uptake conditions, 
size and location of the regions of interest, medication 
status of patients, demographic features. and sample 
size. Cross-study comparisons are difficult but not 
entirely uninstructive. A modest consisteacy appears, 
congruent with levels of type II statistical error 
inherent in these small samples; the work shows 
reduced frontal cerebral blood flow (see Buchsbaum 
& Haier, 1987), formulations of Ingvar (1979), Levin 
(1984), and Weinberger (1987) on the role of the 
frontal cortex in schizophrenia, and heterogeneity 
of schizophrenic diathesis (Buchsbaum & Rieder, 
1979). 


Magnitude of relative hypofrontality 


The size of the effect can be assessed bv examining 
the diminution of the normal anteroposterior 
gradient in patients, the relative relationship to one 
standard deviation in normals, and the zomparable 
sensitivity and specificity in other biological marker 
studies. The size of the effect must also be considered 
in the context of the biological heterogeneity of 
patients with schizophrenia. 

The decrease in normal anteroposterior gradient 
is in a range compatible with significant patho- 
physiology in about half the patients. The normal 
front-back gradient is 11% (1.15-1.04. right side, 
levels combined, Table IV) but only 3% (1.10—1.07) 
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in patients, a reduction to a level only 27% of 
normal. Similar contrasts are seen in examining 
metabolic rate, where normals show a gradient of 
2.2 umol/100 g/min (22.1-19.9, right side, levels 
combined, Table VI) but patients show a gradient 
of 0.5 (18.5-18.0), a reduction to 23% of normal 
levels. The change in gradient from 2.2 to 0.5 is 
1.7 umol/100 g/min, which is 8% of the normal 
frontal metabolic rate. In comparison, cortical 
metabolic rate change with painful electric shock was 
1.68 umol, a change of 6% (Buchsbaum et al, 1983) 
and the difference between eyes closed and eyes open 
was 10% (Phelps et al, 1981). 

The size of the effect for the right anterior : posterior 
ratio in standard units is 1.10 (1.18 in normals, 1.07 
in patients, 0.10 standard deviation). This is in the 
same range as the other blood-flow and PET studies 
reviewed elsewhere (Buchsbaum & Haier, 1987) and 
in the range expected by statisticians for psychiatrię: 
studies (Bartko, 1990). 

The sensitivity (5396) and specificity (9496) of the 
1.05 anteroposterior gradient (the criterion established 
in our 1982 study) in this study is in the range of those 
reported for other biological tests in psychiatry (see 
review by Buchsbaum & Haier, 1987). For the 1984 
data, we found 11 of 16 schizophrenics hypofrontal 
but only 7 of 19 controls; this is a sensitivity of 68% 
and a specificity of 63%. The current sensitivity 
parallels the findings that poor CPT performance 
characterises about half of schizophrenic in-patients 
(Orzack & Kornetsky, 1966; Walker & Shaye, 1982). 
Use of the CPT as the uptake task appeared to 
enhance the specificity without changing sensitivity, 
the change expected with a task more salient for 
schizophrenia. With heterogeneity among schizo- 
phrenics for the frontal lobe diathesis, a lack of 
improvement in sensitivity is not unexpected. = 


Hemispheric laterality 


The metabolic rate of the whole right hemisphere 
cortical surface was higher than that of the left, and 
this difference was larger during active execution of 
the CPT task than during passive viewing. The 
difference was greatest at the mid- and infra- 
ventricular levels in the midanterior and midposterior 
segments, and least for the supraventricular level in 
the anterior and posterior segments (Table I). This 
higher-activity area is located on average in the 
superior and middle temporal gyrus and inferior 
anterior parietal lobe (Brodmann's areas 40, 41, 4 
22, 37, 27, part of 39). 

Patients with schizophrenia in PET studies with 
controls who were more right than left active (all eyes 
closed) were relatively less right-activated than 
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controls in three studies (Buchsbaum ef al, 1983; 
Jernigan et al, 1985; Wiesel et al, 1987) and equally 
right activated in two (Wiesel et al, 1985; Gur et al, 
1987). However, patients in studies with controls who 
were more left activated than right (all eyes open) 
showed relatively greater right activation (Wolkin et 
al, 1985; Volkow et al, 1987; Kling et al, 1986 for 
low frontal region). These shifts are small, and not 
uniformly evaluated statistically in these reports. 
However, they suggest that schizophrenic patients 
may have different lateralisation patterns than 
controls, and that having them do a specific task 
during uptake may be crucial for exploring hemi- 
spheric contrasts. 

The perceptually degraded nature of the stimuli 
presented during the CPT (Nuechterlein et al, 1983) 
may be a contributor to the greater metabolic rate 
in the right hemisphere. Beyond the overall demand 
for ongoing vigilance that characterises the CPT, the 

— specific cognitive processes required for detection of 
the target in different versions of the task may vary. 
Degraded stimuli have been shown to yield a right 
hemisphere performance advantage in studies of 
normal subjects (Hellige, 1982; Moscovitch, 1979; 
Sergent, 1983). This superiority of right hemisphere 
processing for degraded stimuli has been interpreted 
as being due to the greater capacity of the right 
hemisphere to extract critical features of a degraded 
stimulus through a holistic mode of processing or, 
alternatively, to do more efficient processing of 
stimuli of reduced energy (Hellige, 1982; Sergent, 
1983). However, the right hemisphere may have a 
larger role in regulating overall attentional tone than 
the left hemisphere (Mesulam, 1985). Thus, it is 
possible that right-sided differences are integral to 
the deficits in directed attention shown by schizo- 

~ phrenic patients or, alternatively, that the degraded- 
stimulus CPT emphasises right-sided differences due 
to the degraded nature of its stimuli. 


Relative frontal lobe hypofunction and task 


In studies which have evaluated frontal lobe function 
both in resting and in performing schizophrenics, 
contrasts with normals appear stronger during tasks. 
Our own current data show the whole frontal lobe 
both relatively and absolutely lower in schizophrenics 
during the CPT, while scans from schizophrenics 
resting with eyes closed (Buchsbaum ef al, 1982) 
reached significance only on ratios and only at the 
_ supraventricular level. Cerebral blood flow during 
= Wisconsin Card Sort Test showed stronger evidence 
of hypofrontality than during rest (Weinberger et al, 
1986), although resting schizophrenics were signifi- 
cantly hypofrontal as well (confirmed by ANOVA; 


225 


ratios of 1.12 in normals and 1.07 in schizophrenics 
appear in their fig. 4). Volkow ef al (1987) also 
concluded that an eye tracking task enhanced group 
differences. 


Performance deficit and brain imaging 


Brain imaging data extend the widely observed 
finding that schizophrenics perform poorly on 
attentional tasks by identifying the neuroanatomical 
basis of normal performance and the deficit in 
schizophrenia. In normals we demonstrated increases 
in relative metabolic rate in frontal and right parietal 
and temporal regions with task performance in 
comparison to passive viewing of the visual stimuli. 
No task-related differences were observed in visual 
centres. Normals who performed relatively better had 
higher relative metabolism in the right parietal area. 
Patients with schizophrenia differed from normals 
in a pattern which suggested a differing organisation 
of task performance rather than merely passive 
viewing, a hypothesis difficult to reject on psycho- 
physical data alone. While the patients showed lower 
right and left frontal metabolic rate, tendencies for 
left parietal and both left and right visual areas to 
be higher than normal (see Fig. 3 and compare Tables 
I and IV) suggest the activation of brain areas 
apparently less engaged by normals. Poor organisation 
of task performance and activation of less appro- 
priate, efficient, or capable brain areas might be a 
consequence of diminished frontal lobe function. 
The pervasive finding of hypofrontality across 
several tasks and during resting states may be 
associated with impairment in executive functions of 
the frontal lobe. Its work, one step out of the direct 
operational chain for many tasks, might be expected 
to be more poorly correlated with performance scores 
than other task-specific brain regions, in this case 
the right temporoparietal area. 

Alternatively, compensatory but not wholly res- 
torative shifting of metabolic work from dysfunctional 
regions in frontal and right temporoparietal cortex to 
left temporoparietal and occipital cortex may occur 
in schizophrenia. The intriguing difference in corre- 
lations between task performance and metabolism, 
positive and significant in normals, negative and 
significant in patients, suggests right temporoparietal 
inefficiency in patients. A failure to use alternative 
cognitive strategies and shift degraded-stimulus CPT 
work to another cortical area in individuals with 
dysfunctional cortex in this region or failure to co- 
ordinate joint right parietal/right frontal information 
processing might yield such a result. 

These findings, that regions of metabolism 
activated ‘‘during a well-defined cognitive task are 
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not completely co-extensive with the region as- 
sociated with task performance in normal subjects", 
meet Matthysse's (1986) criteria for revealing new 
models of the schizophrenic process. Because tasks 
seem to shift areas of relative hypoactivation within 
the frontal cortex, as seen in our finding of maximal 
hypofrontality in superior levels with rest and in 
inferior levels during the CPT, detailed analysis of 
the frontal lobe with gyrus by gyrus statistical testing 
seems a critical next step. 
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Handedness and Epileptic Schizophrenia 


FEMI OYEBODE and KENNETH DAVISON 


Thirty-two epileptic patients with RDC diagnoses of schizophrenia were tested for handedness 
on the Annett Handedness Schedule, and handedness was assigned on the basis of Annett- 
Maudsley criteria. They were compared with three other groups of patlents. Five (15.6%) 
of the eprleptic schtzophrenic patients were mixed or left handed. The prevalence of mixed 
and left handedness did not dffer between the samples studied. However, there was a 
significant reduction of mixed and left handedness in male epilepnics with schizophrenia. Mixed 
or left handedness in male epileptics appears to be protective against the development of 


psychiatric illness in general. 


The prevalence of left handedness in epilepsy has 
been investigated since the beginning of -his century. 
Redlich (1908) demonstrated a higher prevalence in 
a population of epileptics compared with a popula- 
tion of mental hospital patients. He argted that left 
handedness was prevalent in epilepsy because damage 
to the left hemisphere which caused epilepsy also 
induced a shift of dominance from tha left hemi- 
sphere to the right, with consequent left 3andedness. 
Bingley (1958) in his study of temporal lobe epilepsy 
(TLE) concluded that the prevalence of -eft handed- 
ness in TLE did not exceed that in the general 
population. This study used a ten-item questionnaire 
and an operational definition of handedness, but did 
not have a control group. The conclusions were 
based on comparison with reports on prevalence of 
left handedness in the general population. 

The prevalence of left handedness in epileptic 
psychoses has also attracted research interest. A 
number of studies have demonstrated an association 
between left handedness and the development of 
psychoses in epileptics (Taylor, 1975; Kristensen & 
Sindrup, 1978; Sherwin et al, 1982). In addition, 
Taylor (1975) found that this association was 
especially true for females. 

These findings have implications for our under- 
standing of the relationship between Eandedness, 
gender, and hemispheric organisation and, indeed, 
for our understanding of the complex interaction 
between hemispheric organisation and the develop- 
ment of psychoses. However, the conclusions of the 
findings described above are limited because neither 
validated handedness questionnaires ncr generally 
accepted operational definitions of handedness were 
used. 

The aim of our study was to investigate handed- 
ness in a sample of patients with combined diagnoses 
of epilepsy and schizophrenia and thereby test the 
null hypothesis that no relationship exists between 


handedness and the development of schizophrenia 
in epilepsy. 


Method 


All 106 patients with a clinical diagnosis of epilepsy, who 
in addition had at least one confirmatory electroencephalo- 
graph (EEG) recording, seen in one of three psychiatric 
institutions in the period 1965-85, were eligible for inclusion 
in the study. Twenty were excluded from the study, 86 were 
invited to participate, and 70 agreed to do so. The reasons 
for exclusion from the study included change of address 
(9), not traceable (3), death (2), no fixed abode (2), 
imprisonment (1), language difficulty (1), deafness (1), and 
mental handicap (1). 

The subjects were seen individually and interviewed using 
the Schizophrenia and Affective Disorders Schedule - 
Lifetime Version (SADS-L; Spitzer & Endicott, 1978), 
Annett Handedness Schedule (Annett, 1970), and a research 
schedule designed to collect data on family history of 
epilepsy, age of onset of epilepsy, aetiology of epilepsy, 
and type of epilepsy. The psychiatric diagnoses were made 
on Research Diagnostic Criteria (RDC; Spitzer ef al, 1975). 
Handedness was classified using the Annett-Maudsley 
criteria (Taylor et al, 1982). All interviews were conducted 
by the same researcher, and handedness and RDC diagnoses 
were assigned independently of each other and subsequent 
to the interviews. 

Thirty-two epileptic patients with an additional RDC 
diagnosis of schizophrenia were thus identified (ES). They 
were compared with 22 patients drawn from the initial 
sample with an additional RDC diagnosis of major 
depressive disorder (EMD). In addition they were also 
compared with two control samples comprised of 31 age- 
matched ‘functional’ schizophrenics without any history 
of seizures, head injury, alcohol or drug abuse (FS), and 
19 neurological patients with clinical and EEG diagnoses 
of partial seizures (NS). Formal psychiatric history was an 
exclusion criteria in the latter group. Fifteen (48%) of the 
FS patients were drawn from hospital wards and 16 (51%) 
from out-patient clinics. This compared with 10 (31%) ES 
patients who were in-patients and 13 (6999) who were 


228 


L 


HANDEDNESS AND EPILEPTIC SCHIZOPHRENIA 


out-patients or day patients. This difference was not 
statistically significant. 

The mean age of the ES group was 43.1 years (s.d. 13.89). 
This was not statistically different from the mean ages of 
EMD, FS, and NS groups, which were 42.8 years (s.d. 14.2), 
43.3 years (s.d. 15.7), and 34.2 years (s.d. 13.5) respectively. 


Results 


Fifty-nine (84.399) of the index sample were fully right 
handed, 6 (8.6%) mixed handed, and 5 (7.1%) left handed. 
It was striking tbat there was only one mixed or left-handed 
male compared with ten females in tht initial sample of 
70 epileptic patients. This finding narrowly failed to reach 
statistical significance (x7—3.7795, d.f. 1, P=0.0519). 
There was no significant association between handedness 
and age of onset of epilepsy, family history of epilepsy, 
known organic cause for the epilepsy; and type of epilepsy, 
respectively. 

"There was no aignificant difference between the epileptic 
schizophrenics (ES) and epileptic major depressives (EMD) 
in the prevalence of mixed or left handedness (ê= 0.0, 
d.f. 12 P— 1.0). This finding held true even when sex was 
controlled for. The overall prevalence of mixed or left 
handedness was not significantly different between the ES 
and FS groups. However, when sex was controlled for, there 
was a significant excess of mixed- or left-handed males in 
the FS group (Table I). 

There was a trend for fnore NS than ES patients to be 
mixed or left handed, and when sex was controlled for there 
was a statistically significant excess of male neurological 
patients who were mixed or left handed (Table IT). 


Discussion 


The majority of our index epileptic population were 
right handed. However, a substantial proportion 
(15.7%) was mixed or left handed. This compared 


TABLE I 
Handedness in epileptic schizophrenia (ES) compared with 
functional schizophrenia (FS), controlling for sex 


Right handed Mixed and 


left handed 
Males! 
Epileptic schizophrenic 15 (100%) 0 (0%) 
(n=15) 
Functional schizophrenic 8 (61.5%) 5 (38.5%) 
(n= 13) 
Females? 
Epileptic schizophrenic 12 (70.6%) 5 (29.4%) 
. (1-17) 
Functional schizophrenic 15 (83.4%) 3 (16.6%) 


1. 3 —4.6461, d.f. 1, P=0.0311. 
2. x? - 0.2448, d.f. 1, P=0.6208. 
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Handedness in epileptic schizophrenia (TLE foci) compared 
with neurological clinic epilepsy (TLE foci), controlling for 
Sex 


Right handed Mixed and 


left handed 

Males! 

Epileptic schizophrenic 11 (100%) — O (099) 
(n=11) 

Neurological sample 7 (63.6%) 4 (36.4%) 
(n=11) 

Females? 

Epileptic schizophrenic 12 (75%) 4 (25%) 
(n-16) 

Neurological sample 5 (62.5%) 3 (37.5%) 
(n=8) 


1. Fisher’s exact test, P<0.05. 
2. Fisher’s exact test not significant 


well with the figure of 12.7% mixed- or left-handed 
individuals in Annett’s Open University sample 
(Taylor et ai, 1982). There was a trend, on the 
margins of statistical significance, for females to be 
over-represented in the mixed- and left-handed 
group. 

In the ES group, the prevalence of mixed and left 
handedness was 15.6%. This was not different from 
Annett's Open University sample. There was a 
similar trend for more females to be mixed or left 
handed. We concluded from the above findings that 
the prevalence of mixed and left handedness in 
epileptics with psychiatric illness in general, or with 
Schizophrenia in particular, is not significantly 
different from that in the general population. It 
could be argued, however, that Annett's Open 
University sample is not representative of the general 
population. 

In the comparison between ES and EMD groups 
with respect to handedness, there was no discernible 
difference between the groups in the total prevalence 
of mixed and left handedness. This finding held true 
even when sex was controlled for. When ES and FS 
groups were compared, there was no difference in 
the prevalence of mixed and left handedness, but 
when sex was controlled for, there was a statistically 
significant excess of male functional schizophrenics 
who were mixed or left handed. There was no 
difference between groups in the prevalence of mixed 
or left handedness in the females. 

In the comparison between NS and epileptic 
schizophrenics with partial seizures, there was a trend 
for the prevalence of non-right handedness to be 
higher in the NS group. In addition, when sex was 
controlled for, there was a statistically significant 
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excess of male NS patients with mixed or left 
handedness, whereas there was no difference between 
the females. 

These findings suggest that the prevalence of 
mixed or left handedness in epileptics with psychiatric 
illness is at least not different from that in the general 
population and may in fact be less than that in a 
selected population of epileptics attending a neuro- 
logical clinic. This finding does nct support 
Kristensen & Sindrup's (1978) and Taylor's (1975) 
reports of an absolute higher prevalence of mixed 
or left handedness in their TLE psychotics compared 
with non-psychotics. The discrepancy between 
findings can probably be accounted for by differences 
in the assessment for handedness and in the 
operational criteria for assigning handedness. Find- 
ings may therefore not be directly comperable. The 
interaction between gender and handedness was not 
studied by Kristensen & Sindrup (1978), therefore 
comparisons cannot be made in that regard. 

Our findings on the influence of zender on 
handedness suggest that it is the prevalence of mixed 
or left handedness in male epileptics with psychiatric 
illness which is low. In other words, mixed or left 
handedness in male epileptics appears to be protective 
against the development of psychiatric illness. This 
view is supported by the significant excess of males 
with mixed or left handedness in the FS and NS 
groups when compared with the ES group. This 
finding appears to contradict Taylor's (1975) original 
thesis that left-handed female epileptics were more 
predisposed to psychosis. It was notable in our study 
that the prevalence of mixed or left handedness in 
female members of the FS and NS groups did not 
differ significantly from that in female members of 
the ES group. This underlined the finding that it was 
the male epileptics who had a reduced propensity for 
schizophrenia. Taylor's (1975) study may not be 
directly comparable with ours for at least two other 
reasons: his subjects were post-lobectomy patients 
and consequently likely to be highly selected for 
severity of epilepsy, and he emphasised that his 
findings were particularly true for patients whose 
epilepsy resulted from ‘alien’ tissue. The neuro- 
pathological basis of epilepsy in our cases is unknown 
to us. 

It is important to stress that there was no 
difference between the ES and EMD groups in the 
prevalence of mixed or left handedness. This suggests 
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that the relationship between handedness and 
psychiatric vulnerability in epilepsy is a general one, 
and not specifically related to the development of 
schizophrenia. 

The reason why mixed or left handedness in male 
epileptics lessens the propensity towards psychiatric 
sequelae is unclear. It is generally agreed that the 
laterlisation of hemispheric functions differs margi- 
nally between the sexes (Harris, 1980), and it has 
been argued by Flor-Henry (1983) that this difference 
underpins the variable outcome of functional schizo- 
phrenia between the sexes. However, to our 
knowledge, there is little literature on the interaction 
between handedness, gender, and hemispheric organi- 
sation. It may very well be that the hemispheric 
organisation of mixed- or left-handed male epileptics 
for some as yet unknown reason protects against the 
development of psychiatric sequelae. 
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A Study of Epileptic Psychosis Using Magnetic 
Resonance Imaging 


P. CONLON, M. R. TRIMBLE and D. ROGERS 


Magnetic resonance Imaging (MRI) was used In patients with epilepsy and psychosis. From 
50 patients with epilepsy, a subgroup of 12 patients were categorised by the Present State 
Examination (PSE) as having nuclear schizophrenia (NS) and then compared wrth an epileptic 
control group with no psychiatric history. Further, patients with hallucinations were compared 
with patlents without hallucinations. No differences in 7, relaxation times in any regions of 
Interest were noted in the NS group compared with the other group. However, patients with 
hallucinations had a significantly higher 7, value in the left temporal lobe. These findings 
support the concept that specific abnormalities In limbic system structures relate to the 
phenomenology of the psychoses of epilepsy, especially left temporal lobe epilepsy. 


The relationship between epilepsy and psychosis has 
been of interest for over 150 years, one of the earliest 
pathological descriptions being that of Bouchet & 
Cazauveilh (1825), who noted an association between 
epilepsy and insanity, the common underlying 
pathology being noted in the '*cornes de Ammon”. 
Slater & Beard (1963) suggested that the two were 
causally associated, and that underlying structural 
pathology was related to the development of the 
psychosis. In their series of 69 patients, birth trauma 
head injury and abnormal air encephalograms were 
common findings. Four-fifths of their patients had 
“organic personality change". A similar view was 
taken by Kristensen & Sindrup (1978), who examined 
96 patients with epilepsy and psychosis, comparing 
them with a matched control group without psychosis, 
and reported significantly more defined organic 
lesions in the psychotic group. Their psychotic group 
showed more abnormalities on clinical neurological 
examination, an increased frequency of ambidexterity 
or left handedness, and had more patients with 
abnormal neuro-otological impairments. However, in 


- contrast to the findings of Slater and Beard, the number 


of patients with abnormal air encephalograms was no 
different between the psychotic group and controls. 

Taylor (1975), following an analysis of the 
pathology of the temporal lobes of patients removed 
at temporal lobectomy, noted *'alien tissue” lesions 
more commonly in psychotic patients. In this series, 
left-handed females were most likely to have 
developed a schizophrenic-like psychosis. 

In contrast, other authors have failed to define 
such clear evidence of organic lesions in patients with 
epilepsy and psychosis. Using computerised tomo- 
graphy (CT), neither Toone et al (1982) nor Perez 
et al (1985) detected an excess of structural pathology 
in an epileptic psychotic group compared with 


controls, although Toone et al did report an absence 
of right-sided pathology in patients with hallucinations 
rated by the Syndrome Check-List, derived from the 
Present State Examination (PSE) of Wing et al 
(1974). Flor-Henry (1969) preferred the concept of 
some functional as opposed to structural change 
within the central nervous system that related to the 
psychosis. This was based in particular on observations 
of inverse relationships between the frequency of 
seizures and the onset of psychosis in some patients. 
He studied 50 patients with temporal lobe epilepsy 
who at some time had also been psychotic, and 
compared them with non-psychotic controls. He 
noted the psychotic group had fewer psychomotor- 
psychosensory attacks, and less frequent convulsive 
or ictal manifestations. Air encephalogaphic abnor- 
malities were reported in 52% of psychotics and 58% 
of the controls, and other indices of brain damage 
were also equivalent. He concluded ‘‘that structural 
cerebral damage, in itself, is not aetiological for 
psychosis in temporal lobe epilepsy’’. The epileptic 
psychoses he suggested were truly ‘‘epileptic’’. 

In early work at the National Hospitals we have 
used clinical, electroencephalographic (EEG), and 
radiological imaging techniques to define further the 
underlying pathogenesis of epileptic psychosis. First, 
using the PSE, we have identified a subgroup of 
patients classified by the CATEGO program as nuclear 
schizophrenia (NS), with a clinical presentation 
virtually identical to that seen in patients with 
schizophrenia in the absence of epilepsy (Perez & 
Trimble, 1980). Using clinical and electrophysiological 
data, patients with NS and epilepsy have been shown 
more likely to suffer from temporal lobe epilepsy, 
and have a left-sided temporal lobe focus. This issue 
of laterality was first clearly raised by Flor-Henry 
(1969), who reported that psychotics had an excess of 
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dominant-hemisphere foci, and this effect was 
predominantly related to schizophrenia-like psychosis. 
This has been confirmed by several other ir vestigations 
(see Perez et al, 1985) even using depth electrodes 
to establish the site of the focus (Sherwin, 1981). 
However, this was not found by Slater & Beard 
(1963), nor by some other investigators (e.g. 
Kristensen & Sindrup, 1978). 

When we quantitatively assessed the CT scans of 
patients with epileptic psychosis, we were not able 
to show any significant left-right differences, 
although the number of patients examined was small 
(Perez et al, 1985). Using positron emission tomo- 
graphy (PET) with oxygen-15, in a small sample of 
patients with temporal lobe epilepsy and psychosis 
(mostly schizophrenia-like, with first-rank symptoms) 
we found reduced regional oxygen extraction ratios 
(rOER), in particular in frontal, temporal, and basal 
ganglia regions of interest (ROIs), and significantly 
lower regional cerebral blood flow (rCBF) and 
oxygen metabolism (rCMRO,) in temporal areas on 
the left side when compared with a matched non- 
psychotic control group (Gallhofer et æl, 1985). 

In this paper we present data on a group of 
patients with epilepsy and psychosis who have 
been examined using magnetic resonance imaging 
(MRI). 


Method 


Thirty-four epileptic patients (17 psychotic and 17 controls) 
formed the experimental groups. They were taken from a 
larger sample of 50 epileptic patients on whom MRI scans 
were carried out. The diagnosis of epilepsy was based on 
clinical and EEG findings, using the criteria of Hopkins 
& Scrambler (1977). Seizure type was assessed according 
to the international classification proposed by the Inter- 
national League Against Epilepsy (Dreyfuss, 1981), and 
localisation was supported by available EEG findings. The 
seizure type of the epileptic patients was as follows: 11 had 
primary or secondary generalised seizures, 22 had simple 
or complex partial seizures without secondary generalisation, 

and 14 had partial seizures with secondary generalisation. 

There were three who had other forms of seizures. The EEG 
identification of the abnormalities was as follows: left 
temporal 16, right temporal 11, bitemporal 10. generalised 
7, other 3, normal 3. CT scans were obta:ned for all 
patients. 

The MRI was carried out using an MD 80C Scanner of 
field strength 0.08 tesla with resonance frequency of 
3.4 MHz. The standard pulse sequence for this scanner was 
used (Eastwood, 1984), which employs alternating saturation- 
recovery and inversion-recovery sequences, witk a repetition 
time (TR) of 1 s and an inversion time (7,) of 200 ms. The 
slice thickness was 12 mm. The calculated T image was 
generated from a computed algorithm. Man‘pulation of 
the radiofrequency of the magnetic fields yields MRI 
variables of proton density, T, and T; relaxation times. T, 
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represents relaxation along the longitudinal axis of 
protons recovering their original orientation in the static 
field after excitation by a 180 ? pulse. Images weighted for 
T, relaxation times depend on interactions of adjacent 
molecules (the lattice), thus giving biochemical information 
concerning the local environment. 

Ten slices in three planes were taken, including one 
coronal (through the external auditory meatus), one sagittal 
(in the midline), and eight transaxial slices (from the level 
of the cerebellum moving cranially to a level above the 
lateral ventricles). 

T, times were measured in multiple ROIs. These 
corresponded on transaxial slices to frontal grey (medial 
and lateral), frontal white, occipital grey (medial and 
lateral), occipital white, globus pallidus-putamen, 
thalamus, and temporal grey (medial, anterior, and lateral). 
On the coronal section, temporal grey (medial and lateral) 
and temporal white were measured. The ROIs contained 
between 10 and 20 pixels, the actual size being determined 
by the standard deviation of T, values, which were kept 
at less than 5% in order to ensure homogeneous tissue 
measurements. Occasional values were not obtained due 
to poor image quality. The daily reproducibility of 7, 
measures using standard phantoms of copper sulphate in 
the relevant 7, range had a standard deviation less than 
5% of the mean (Richards ef al, 1987). All values were 
determined blind to both the epileptic and the psychiatric 
diagnosis of the patients. 

The psychiatric diagnosis was initially made on clini- 
cal grounds, and patients who were psychotic identi- 
fied. These were then given a PSE as close in time as 
possible to scannings, and subgroups, for example 
those with a CATEGO subclass of NS or those with 
hallucinations determined by examining the relevant 
items on the PSE (60-70) and reviewing the case 
notes, were selected for further investigation. Seventeen 
patients were clinically psychotic and PSE profiles cate- 
gorised 12 as having NS. Seven had psychosis with 
Schneiderian auditory hallucinations. Among the total 
sample there were 17 patients who had no current 
evidence or past history of any psychiatric distur- 
bance. 

Student's t-test (two-tailed) was used for statistical 
analysis of the independent ROIs. 


Results 


The epileptic sample comprised 28 males and 22 females, 
with mean age of 34.7 years (range 17-65). Clinical 
neurological examination was normal in 38. The mean 
duration of epilepsy was 20.3 years (+ 11.6) and all but two 
patients were on anti-epileptic medications (13 on a single 
drug and 35 on two drugs or more). 

The CT scans were normal in 33 and abnormal in 17 
patients, while visual inspection of the MRI scan showed 
36 to be normal and 14 to be abnormal. Of the 12 psychotic 
patients with a CATEGO classification of NS, seven had a 
normal CT scan, five an abnormal scan (one right-sided 
angioma, one occipital infarct, and three generalised 
atrophy or ventricular enlargement). In the control group, 
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with no psychiatric disturbance, 14 of the scans were 
reported normal, and three were abnormal (one probable 
basal ganglia infarct, one right occipital lobe lesion, and 
one left hemisphere porencephalic cyst). All patients 
categorised with NS had a clinical diagnosis of temporal 
lobe epilepsy; on the EEG six had a right-sided focus, three 
a left-sided focus, and three had bilateral foci. In the 
control group, 12 had a diagnosis of temporal lobe 
epilepsy, four generalised epilepsy and one frontal lobe 
epilepsy. 

Further details of the MRI scans with respect to 
epilepsy variables and comparison with a normal control 
group are presented elsewhere (Conlon et al, 1988). 
With regard to the data presented here, two separate 
analyses were carried out. In the first, patients with 
epilepsy and no psychiatric history were compared 
with those patients who have NS. Secondly, patients 
with hallucinations were compared with those without. 
All statistically significant results are reported, as 
well as data on selected ROIs for comparative pur- 
poses. 

The analysis of the mean 7, relaxation times showed 
no significant differences between patients with epilepsy 
and no psychiatric illness in comparison to those with 
epilepsy and NS (Table I). In order to control for the 
effect of gross structural lesions in our interpretation, data 
were reanalysed on patients who had normal CT scans, and 
again no significant differences for any area were 
reported. 
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Patients with hallucinations (1 — 7) had higher T, values 
than those without hallucinations (7=10) (Table II), 
predominantly in the white and grey matter of the frontal 
and temporal regions, a significant difference being noted 
in the left temporal white region. 


Discussion 


We have attempted to examine hypotheses relating 
to the underlying pathogenesis of this form of 
psychosis in patients with epilepsy, and the question 
of laterality with regard to the presentation of 
psychotic symptoms in epileptic patients. Of the 
imaging techniques available for examining the 
brain, MRI is very recent. Although there are several 
papers which have evaluated MRIin epilepsy, most 
of these rely on visual inspection of the generated 
images, rather than on quantitative evaluation of 
proton spin data. We have reported elsewhere the 
findings relevant to epilepsy using the MD 800 
scanner (Conlon ef al, 1988), in which we have shown 
the sensitivity of T, measurements to the detection 
of abnormalities in the temporal lobes of patients 
with temporal lobe epilepsy. Further, we have 
outlined its usefulness in detecting cerebral patho- 
logies not identified by CT (e.g. cerebral tumours) 











TABLE I 
Mean T, values ( t s.d.) for patients with epilepsy and no psychiatric illness and for those with nuclear schizophrenia 
(NS) 
Left Right 
Epileptic control NS Epileptic control NS 

(n=17) (n= 12) (n=19) (n= 12) 
Frontal grey, medial 400+ 19 401 +27 398+ 16 392+ 20 
Frontal white 281 +20 282+ 13 293 + 23 286+ 12 
Occipital grey 394+ 12 390+11 391412 389+ 9 
Temporal grey, medial 405+15 402+12 404+11 398+13 
Temporal grey, anterior 414+27 406 + 13 418+24 408 + 14 
Temporal white 330415 322+ 13 327+12 327+18 

TABLE II 
Mean T, values (-- s.d.) for patients with hallucinations compared with those without 
Left hemisphere Right hemisphere 
No hallucinations Hallucinations No hallucinations Hallucinations 
(n — 10) (n7 7) (n 10) (n7 7) 
Frontal grey, medial 393 +12 406 + 35 385+14 396 + 24 
Frontal white 277+ 11 282+15 280+ 13 288+ 14 
Occipital grey 389+11 387+10 385+ 12 391+ 9 
Temporal grey, 399+ 10 402+14 395+12 400 +21 
medial 
Temporal grey, 392+ 14 389+ 10 390+ 16 395+14 
lateral 

Temporal white 311418 329+ 9* 31918 332+21 





*P<0.05. 
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and in allowing the morphology of certain areas of 
the brain, for example the corpus callosum, to be 
identified and measured in vivo (Conlon & Trimble, 
19882). 

In this paper we have explored the aetiopathogenesis 
of psychosis in epilepsy, particularly that form of 
psychosis which resembles NS. As in our previous 
publications (Perez & Trimble, 1980; Perez et al, 
1985; Gallhofer et al, 1985), we have chosen to 
classify the phenomenology of our patients using the 
PSE, a valuable instrument for detecting first-rank 
symptoms of Schneider. Our failure to note differences 
in 7; values when patients with NS were compared 
with a control group with epilepsy and no psychiatric 
history, as a whole group and in those who have 
normal CT scans, where the influence of gross 
structural lesions on T| times has been minimised, 
supports our contention from our CT szan studies 
that gross structural pathology, per se, is unlikely 
to be a significant link between epilepsy and an 
ensuing psychosis. The lack of structurai pathology 
is in contrast to some earlier studies, most notably 
those of Slater & Beard (1963) and Taylor (1975). 
However, the latter series was selected for patients 
having temporal lobectomy, where the chance of 
finding gross pathology is obviously high. Our 
patients were taken from the clinic, and in that sense 
were unselected. Slater and Beard tased their 
conclusions on air encephalographic data. They then 
noted essentially atrophic changes, not the kind of 
abnormalities that were sought in this investigation. 
The frequency of atrophy in psychotic end control 
groups is in fact found to be similar (Flor-Henry, 
1969; Kristensen & Sindrup, 1978; Toone et al, 1982). 

This is in contrast to the data which would support 
a functional change. This includes the earlier work 
of Flor-Henry (1969), in which an inverse relationship 
was shown between seizure frequency anc psychosis, 
noted in many cases by several other authors before 
and since (Slater & Beard, 1963; Trimble, 1985), 
implying some physiological link between the two. 
Further, the psychosis in these patients tends to 
develop a number of years after the onset of seizures 
and not vice versa (Slater & Beard, 1963), suggesting 
that the continued, recurrent seizures may bring over 
time some functional change. 

Of interest was the finding in our study that 
patients with hallucinations have a significant 
increase in the 7; times in the left tempcral region. 
Although the finding of a single significance of this 
value should be interpreted with caution, it is not 
out of keeping with the laterality data from several 
other studies (Flor-Henry, 1969; Perez et ai, 1985; 
Gallhofer et al, 1985), including the study of 
Toone ef al (1982), where patients with hallucinations 
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were found not to have a right-sided focus. In our 
study the 7, changes presumably reflect pathological 
or physiological alterations in these areas that may 
or may not be associated with the clinical phenom- 
enology. However, they do suggest some association 
between limbic pathology and hallucinations, a 
hypothesis which arises from the work in temporal 
lobe epilepsy generally, which, when associated with 
psychosis, is a condition which may be seen as a 
model for Crow's type 1 (Crow, 1980), predominantly 
‘positive’ symptom schizophrenia. In our analysis, 
the area of the temporal lobe particularly affected 
was the white matter precisely in the areas where 
pathological studies might suggest changes in patients 
with temporal lobe lesions responsible for epilepsy 
(for example mesial temporal sclerosis) (Stevens, 
1986); this would therefore suggest some link 
between Schneiderian hallucinatory experiences and 
limbic pathology. 

Although with regards to laterality there are some 
negative reports (e.g. Kristensen & Sindrup, 1978), 
the investigators have not used Schneiderian principles 
for classifying schizophrenia. However, studies with 
CT, looking for structural associations, have also 
tended to be negative (Perez et al, 1985; Toone et al, 
1982). The fact that a laterality difference was not 
identified in the NS group as a whole in this 
investigation may reflect on the heterogeneity of 
Schneiderian symptoms that lead to a computer- 
diagnosed category of NS. It might be that only 
certain first-rank symptoms are related to dominant 
hemisphere dysfunction. This idea receives some 
support from our finding of a significant increase 
in the T, value of the white matter of the left 
temporal lobe in patients with Schneiderian auditory 
hallucinations. Further, in schizophrenia, using MRI, 
Besson eft al (1987) noted an association between 
*positive symptoms! that include hallucinations, and 
left temporal changes. 

A final point should be made with regards to MRI 
techniques. This is the first study of MRI in epileptic 
psychosis, and the MD 800 machine has allowed us 
to examine T, data in relation to the clinical phenom- 
enology of our patients. In general, raised 7, values 
suggest underlying pathology, although the precise 
nature of the pathology is unclear. Nonetheless, it 
is hoped that the findings reflect upon the value of 
MRI in detecting subtle changes, suspected from 
pathological studies, within the brain in vivo, which 
may have particular importance with regard to 
psychiatry (Conlon & Trimble, 19885). Thus, some 


crucial areas of brain anatomy thought to be of ^ 


relevance for psychopathology, notably limbic 
System structures, including deep and medial 
temporal structures, are poorly visualised by current 
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scanning techniques, but may be well visualised by 
MRI. Further studies of MRI in allied psychiatric 
conditions, such as affective disorder and 
schizophrenia, are in progress, since studies in 
epilepsy, a natural model for chronic disturbed brain 
function, must be taken in conjunction with findings 
from patients who do not have epilepsy. 


Acknowledgements 


The authors gratefully acknowledge the support of the London 
Psychiatric Hospital, London, Ontario, Canada, the Thorn 
Epilepsy Fund, the Raymond Way Memonal Fund, and Charter 
Medical of England. 


References 


Besson, J. A O., ConniGaN, F. M , CHERRYMAN, G. R., et al 
(1987) NMR brain imaging in chronic schizophrenia. British 
Journal of Psychiatry, 150, 161-163. 

Boucuer, M. & CazauvEILH, M. (1825) De l'epilepsie consdere 
dans ces rapports avec l'alienation mentale. Archives Generale 
de Medicine, 9, 510-542. 

CoNLoN, P. & TaiMaBLE, M. R. (19882) A study of the corpus 
callosum in epilepsy using magnetic resonance imaging. Epilepsy 
Research, 2, 122-126. 

—— & —— (1988b) Magnetic resonance imaging in psychiatry. 
Canadian Journal of Psychiatry, 32, 702-712. 

—, —, Rocers, D., et al (1988) Magnetic resonance maging 
in epilepsy Epilepsy Research, 2, 37-43 

Crow, T. (1980) Molecular pathology of schizophrenia: more than 
one disease process British Medical Journal, 280, 66-68. 

Dreyruss, F. E. (1981) Proposal for revised chnical and 
electroencephalographic classification of epileptic sezzures. From 
the Commission on Classification and Terminology of the 
International League Against Epilepsy. Epilepsia, 22, 489-501. 

Eastwoop, L. M. (1984) Nuclear magnetic resonance proton 
imaging. In Technica! Advances in Biomedical Physics, 
pp. 377-410. The Hague: Martinus Nijkoff. 

Flor-Henry, P. (1969) Psychoss and temporal lobe epilepsy. 
Epilepsia, 10, 363-395. 


235 


GALLHOFER, G., TRIMBLE, M. R., FRACKOWIAK, R. J. S., et al 
(1985) A study of cerebral blood flow and metabolism in epileptic 
psychosis using positron emission tomography and oxygen. 
Journal of Neurology, Neurosurgery and Psychiatry, 48, 
201-206. 

Hopkins, A. & ScnuAMBLER, G. (1977) How doctors deal with 
epilepsy. Lancet, i, 183-186. 

KRISTENSEN, O. & Singur, E. H. (1978) Psychomotor epilepsy and 
psychomotor epilepsy and psychosis. Acta Neurologica 
Scandinavica, 57, 361-370 

Perez, M. M. & TrimeLe, M. R. (1980) Epileptic psychosis - 
diagnostic comparison with process schizophrenia. British 
Journal of Psychiatry, 137, 245-249. 

——, ——, Murray, N. M., et al (1985) Epileptic psychosis: an 
evaluation of PSE profiles. British Journal of Psychiatry, 176, 
155-163 

RicuARDs, M. A., Grecory, W. M., Wass, J A. W , et al (1987) 
Reproducibility of spin-lattice relaxation time (7,) measurement 
using an 0.08 tesla “MD 800” magnetic resonance imager. British 
Journal of Radiology, 60, 241-244. 

Suerwin, T. (1981) Psychosis associated with epilepsy: significance 
of the laterality of the epileptogenic lesion. Journal of Neurology, 
Neurosurgery and Psychiatry, 44, 83-85. 

Siupnue, E. H. (1984) Epilepsy and psychosis: electrophysiological 
aspects. In Aspects of Epilepsy and Psychiatry (eds M R. 
Trimble & T. G. Bolwig), pp. 163-176. Chichester: J. Wiley & 
Sons. 

SLATER, E. & Bearp, A. W. (1963) The schizophrenia-like 
psychosis of epilepsy. British Journal of Psychiatry, 109, 95-150. 

Stevens, J. R. (1986) Epilepsy and psychosis: neuropathological 
studies of six cases. In Aspects of Epilepsy and Psychiatry (eds 
M. R. Trimble & T. G. Bolwig), pp. 117-146. Chichester: J 
Wiley & Sons. 

Taylor, D. (1975) Factors influencing the occurrence of 
schizophrenia-like psychosis in patients with temporal lobe 
epilepsy. Psychological Medicine, 5, 249-254. 

Toone, B., Dawson, F. & Driver, V. (1982) Psychoses of epilepsy. 
A radiological evaluation. British Journal of Psychiatry, 140, 
244-248. 

TxiMBLE, M. R. (1985) Hypergraphia. In Aspects of Epilepsy and 
Psychiatry (eds M. R. Trimble & T. G. Bolwig), pp. 75-88. 
Chichester. J. Wiley & Sons. 

Wina, J. K., Cooper, J. E. & SARTORIUS, V. (1974) The 
Description and Classification of Psychiatric Symptoms 
London: Cambridge University Press. 


P. Conlon, MB, FRCP (O, Assistant Professor, University of Western Ontario, Victoria Hospital, London, 


Ontario, Canada; *M. R. Trimble, FRCP, FRCPsych, 


Consultant Physician in Psychological Medicine and 


Raymond Way Senior Lecturer in Behavioural Neurology, Institute of Neurology, Queen Square, London 
WCIN 3BG; D. Rogers, MRCPsych, Consultant Psychiatrist, Burden Hospital, Stapleton, Bristol 


BSI6 IQT 


*Correspondence 


British Journal of Psychiatry (1990), 156, 236-242 


General Hospital Admission in the Management of Parasuicide 
A. Randomised Controlled Trial 


JOHN WATERHOUSE and STEPHEN PLATT 


Surtably trained junior doctors selected parasuicides with no immediate medical or psychiatric 
treatment needs on initial assessment In a casualty department. This group was then randomly 
allocated to hospital admission (38 cases) or discharge home (39 cases). One week later there 
were no significant differences between groups on diverse outcome measures, including 
repetition rate, psychological symptoms, and social functioning. A second follow-up using 
the same measures at 16 weeks also falled to demonstrate any differences between groups, 
both of which showed considerable overall improvement. A parasuicide management policy 
consisting of assessment in a casualty department and selective discharge was appropriate 
for 1596 of a hospltal-referrec population. This lends support to recent government 
recommendations, but caution should be exercised before such a result ls generalised. 


The latest modification of policy on management of 
parasuicide (attempted suicide) was in 1984 after a 
working party set up by the Royal College of 
Psychiatrists at the request of the Department of 
Health and Social Security (DHSS) reviewed existing 
guidelines (Royal College of Psychiatrists, 1983; 
DHSS, 1984). 

Hitherto, all cases were supposed to oe referred 
to a general hospital for medical and psychiatric 
assessment (Central and Scottish Health Services 
Councils, 1968). Hospital admission was usually 
necessary, not only to ensure continuing medical 
observation, but also to expedite psychiatric assess- 
ment. The latter came to be an important liaison 
function for psychiatrists in general hospitals. 

However, after the 1968 report, the ircidence of 
parasuicide continued to increase in Britain as well 
as in most Western countries (Weissman, 1974; 
Wexler et al, 1978). Constraints on resources 
therefore prevented widespread adherence to this 
policy. Evidence showed that non-psychiatric profes- 
sional groups, such as junior physicians (Gardner 
et al, 1977), nurses (Catalan et al, 1980), and social 
workers (Newson-Smith & Hirsch, 1979a), given 
suitable training, could safely perform psychiatric 
assessments on parasuicides (Hill, 1980). As a result, 
the new guidelines advise that referral to psychiatrists 
for assessment is not necessary in all cases. 

As the trend is moving away from psychiatric 
involvement in the assessment of parasuicides, so 
there is greater scope for the non-specialist to be 
involved in other management decisions. Gardner 
et al (1982) showed that junior doctors in a casualty 
department could not only assess but also make 
subsequent decisions about admission or discharge 
with no adverse effect on the incidence of subsequent 


suicidal behaviour. However, earlier studies had 
suggested that admission to a general hospital and 
psychiatric referral reduced subsequent suicide 
attempts (Greer & Bagley, 1971; Kennedy, 1972), but 
these did not use a randomised controlled design. 
Several intensive after-care studies with better experi- 
mental design failed to show any effect on the 
repetition rate, although improvements in social 
functioning and welfare provision have been noted 
(e.g. Chowdhury et al, 1973; Gibbons et al, 1978; 
Hawton ef al, 1981, 1987). 

While there has been support for the new policy 
(Kessel, 1985), conflicting views exist about the 
desirability of routine hospital admission. Immediate 
medical and/or psychiatric treatment needs are 
obvious priorities, but the majority of cases have 
neither. It has been suggested that factors other 
than medical treatment may be important in the 
management of a crisis. For the individual, 
admission to hospital may provide a breathing 
space on neutral territory which will help to dissipate 
the interpersonal conflict which precipitated the 
attempt (Kreitman, 1980), independent of any 
therapy. 

Parasuicide as a form of social communication has 
been highlighted since Stengel's pioneering work 
(Stengel, 1952; Stengel & Cook, 1958). A hospital 
admission may communicate to the patient's family 
many messages (e.g. ‘not a silly gesture’, someone's 
to blame"), whereas discharge home may communi- 
cate the opposite. Such management decisions could 
affect outcome. Alternatively, the somewhat 
unfavourable attitude shown towards parasuicides 
by medical and nursing staff (Ramon ef al, 1975; 
Patel, 1975; Platt & Salter, 1987) may deter further 
attempts. 
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GENERAL HOSPITAL ADMISSION AND PARASUICIDE 


No randomised evaluation of general hospital 
admission following parasuicide has been reported. 
One difficulty concerns the selection of patients for 

_ the study. In the absence of any established criteria, 
it was felt ethically justifiable to allow junior doctors 
to use their clinical judgement, having been given 
some training in the psychiatric assessment of 
parasuicides. A crucial part of this study is the 
prospective evaluation of what actually happens in 
practice. The hypothesis was that there would be no 
differences in outcome between those who were 
randomly allocated to hospital admission or discharge 
home by junior doctors after initial assessment in the 
casualty department of a district general hospital. 
These patients were followed up one week and 16 
weeks later. 


Method 


7 Training of junior physicians 


On taking up post, all junior physicians (house officers, 
senior house officers, registrars) and casualty officers 
received a one-hour training session on the psychiatric 
assessment of parasuicides from one of the authors (TW). 
This focused on the epidemiology of parasuicide and 
completed suicide, recognition of clinical depression, and 
assessment of suicidal risk. The aim of this training session 
was to allow these junior doctors to use their clinical 
judgement to identify those patients who had no major 
psychiatric illness and/or a low risk of suicide. Thus junior 
doctors themselves decided which patients were eligible to 
enter the study. A pilot investigation in the same hospital 
(Waterhouse, 1983) compared junior doctors’ immediate 
management decisions at the initial assessment of para- 
suicides with psychiatrists' decisions made blind at the time 
of their assessment. All patients reported here were admitted 
during the pilot study, the junior doctors’ decisions being 

~ rated as if they could be effected. On a consecutive sample 
of 92 parasuicides, the coefficient for agreement (Cohen, 
1960) between junior doctors and psychiatrists on the need 
for immediate psychiatric observation/treatment was 0.76 
(P<0.001). 


Patients 

Parasuicide was defined as a non-fatal act in which an 
individual deliberately ingests a substance in excess of any 
prescribed or generally recognised therapeutic dosage 
(Kreitman, 1977). Those assessed as having no immediate 
medical or psychiatric treatment needs were entered into 
the study by junior physicians. Patients were randomly 
allocated to two groups: hospital admission or discharge 
home. Those admitted to hospital received no additional 
treatment or counselling. They were given the same advice 
as those immediately discharged, namely to contact their 
general practitioner (GP) at the earliest opportunity if they 
needed further help. This design ensured that the admitted 
and discharged samples differed only on hospital admission. 
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The fact that these patients received no further help after 
their initial assessment does not mean that they did not need 
any care at all, rather that their problems were less acute, 
further suicidal risk was assessed as low, or strong social 
support was available at home. The researcher was present 
in the hospital every day to discuss cases with the doctor, 
but played no part in the selection process. 

Randomisation took place in the casualty department 
using sequentially numbered sealed envelopes. Parasuicides 
using methods other than self-poisoning, those under 16 
years of age, of no fixed abode, living further than 20 miles 
from the city, current psychiatric in-patients, and self- 
discharges from hospital were excluded. In addition, those 
parasuicides who gained admission to hospital but by-passed 
the casualty department assessment, e.g. direct referrals to 
medical wards by GPs, were also excluded. 


Follow-up 


Follow-up interviews with the patient, a close informant, 
and the GP were performed one week after the attempt by 
one of the authors (JW), who was not blind to the patient's 
treatment group. At 16 weeks, all general practitioners and 
subsamples from both groups were re-interviewed. 
Symptoms and behaviour during the previous week were 
recorded. 


Measures 


Psychiatric Status Schedule (PSS; Spitzer et al, 1970). The 
PSS is a structured standardised interview schedule, 
consisting of 321 true/false items, which focus on a patient’s 
functioning during the previous seven days. It has good 
reliability and validity (Spitzer et a/, 1964) and was shown 
to be sensitive to change over time (Herz et al, 1977; 
Kennedy & Hird, 1980). Four summary symptom scales are 
derived from the 321 items, including ‘subjective distress’ 
(see Table II). 

Social Behavlour Assessment Schedule (SBAS; Platt et 
al, 1980, 1983). The SBAS is a semistructured interview with 
a close informant of the patient. In this study this was 
always somebody living in the same household. It is 
designed to evaluate behaviour and social performance in 
relation to some independent variable (here the act of 
parasuicide), and considers the effect of this on the 
individual's own social functioning and on the well-being 
of those in his/her close social network. Again covering 
a period of seven days, the instrument identifies and 
measures the individual and social ramifications of any 
continuing conflict. Three summary objective variables 
cover the patient's disturbed behaviour, the patient's social 
behaviour, and the burden imposed on the household. For 
each objective variable, there is a corresponding summary 
measure.of the informant's reported distress. The instru- 
ment's reliability and validity have been confirmed (Hirsch 
et al, 1979; Platt & Hirsch, 1981; Platt ef al, 1981) 

Hopelessness Scale (HS; Beck et al, 1974). The HS isa 
self-administered questionnaire consisting of 20 true/false 
statements. Several studies have confirmed that hopelessness 
is a most important variable relating to suicidal intent. The 
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instrument was given to the patients at one week, and they 
were asked to complete it according to how they felt just 
before the parasuicide. The wording of the questionnaire was 
changed to the past tense (after Dyer & Kreitman, 1984). 

General Practitioner Questionnaire. This vas devised to 
obtain information on consultation and prescription rates. 
GPs were contacted by telephone and the patient's medical 
records were consulted. While the week after (he parasuicide 
was crucial, information pertaining to the 16 weeks before 
the parasuicide was also obtained at one week, and for the 
16 weeks after parasuicide at 16 weeks. In addition, receipt 
of hospital discharge letters, referral rates to other agencies, 
knowledge of repetition, and the GP's opinion of the 
parasuicide management were also obtained. 

Case records were checked to detect the utlisation of the 
following services during the follow-up period: psychiatric 
in-patient, psychiatric out-patient, other medical services, 
social services, and voluntary sector services. Changes in 
employment status, or prolonged time off work, were noted 
during the clinical interview. 

For all vanables of the PSS and SBAS, higher scores 
signify greater impairment or distress. In order to examine 
individual improvement or deterioration, a measure of 
change was constructed by subtracting the sccre at one week 
from that at 16 weeks. In view of a significant age difference 
between groups (see below), analyses of covariance were 
performed with age as the covariate. However, since 
statistical significance levels obtained with the more 
straightforward t-test were identical, only results using the 
latter are reported. The significance of within-group change 
over time was assessed by means of pairec t-tests. Non- 
parametric tests (Mann-Whitney U Test and Wilcoxon 
matched-pairs signed-rank test, respectively) were also 
carried out, with identical results. The significance level was 
set at 0.05 and two-tail tests were used throughout. 


Results 


During the study period (16 months), 5:1 individuals 
committed 600 parasuicidal acts by self-poisoning. Of these, 
160 were excluded for the following reasons: 44 patients 
self-discharged from the casualty department; 17 were 
psychiatric in-patients; 21 were under 16; 7 were of no fixed 
abode; 21 were living out of the area; and 5C by-passed the 
casualty department assessment. 

Of the 351 eligible patients, 274 were considered to have 
medical or psychiatric treatment needs which required 
hospital admission and were therefore not available for 
randomisation. The 77 remaining patients represented 15% 
of the total and 22% of those who satisfied the inclusion 
criteria. There were no refusals and all these patients entered 
the study. 

Hospital admission consisted of little mcre than a bed, 
without further referral to other helping agencies. Median 
length of'admission was 17 hours (range 10-88); only four 
persons stayed less than the recommended 12 hours. The 
median period of assessment in the casualty department for 
the discharge group was one hour (range 22 minutes to 5 
hours). 

The 77 cases were selected by pre-registration house 
physicians (49 cases), senior house officers in accident 
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TABLE I 
Drugs used in parasuicidal acts (study sample n — 77, some 
patients took more than one drug) 








Men Women Total 
Benzodiazepines 8 20 28 
Paracetamol 11 11 22 
Salicylates 3 6 9 
Other analgesics’ 5 6 11 
Psychotropics? 2 8 10 
Miscellaneous? 5 6 11 
Total 34 57 91 





1 Other analgesics include mefenamic acid (2), distalgesic (2), 
indomethacin (2), zomepirac (2), codeine phosphate (1),1buprofen 
(1), equagesic (1) 

2. Psychotropics include amutriptyline (2), dothiepin (2), 
procyclidine (1), chlorpromazine (2), haloperidol (1), mianserin (1), 
flupenthixol (1). 

3. Miscellaneous include metoclopramide (2), phenytoin (1), chlor- 
peniramine (1), amoxycillin (1), tetracycline (1), vitamin C (1), 
mebeverine (1), warfarin (1), bendrofluazide (1), ovranette (1). 


and emergency (21 cases), registrars in general medicine (5 
cases), and senior house officers in general medicine (2 
cases). The type of drug taken is shown in Table I. 
Prescribed drugs accounted for two-thirds, and one-third 
of the sample was additionally under the influence of 
alcohol. Forty-three patients received gastric lavage, 22 
medication, and 12 no treatment. 

The sample contained 48 women and 29 men. Two- 
thirds were under the age of 35, just under half 
were married, and only one-third were in employment. 
Twenty-eight had previously attempted suicide, and 26 
had a previous psychiatric history. Admitted and 
discharged groups did not differ significantly by gender, 
marital status, socio-economic group, household circum- 
stance, history of previous parasuicide, or previous 
psychiatric history. However, the discharged group was 
younger (mean age 26.8 years, s.d. 10.9) than the 
admitted group (mean age 33.7 years, s.d. 13.4) 
(P « 0.02). 


Psychological outcome 


Seventy-three patients had a PSS interview at one 
week (three refused and one was unavailable) and 52 at 
16 weeks. Those not interviewed at 16 weeks were not 
significantly different from the rest of the sample on any 
variable. Mean scores at each interview and the change in 
score between them did not differ significantly between 
groups on any of the 'subjective distress! subscales or 
in respect of the 'total distress! scale score. In both 
groups, there was significant improvement over time in 
depression/anxiety, social isolation, and total distress 
score (Table II). In the discharged group alone ‘daily 
routine/leisure time impairment’ was significantly less” 
marked at 16 weeks. The same trend was noticeable 
in the admitted group, but did not reach statistical 
Significance. 
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TABLE II 
Psychiatric Status Schedule — mean scores (s.d. in parenthesis) on ‘subjective distress’ subscales and total score, by group 





Admitted (n= 27)! Discharged (n= 25! 





Variable 
Depression and anxiety 1 week 
16 weeks 
Suicidal ideation 1 week 
16 weeks 
Social isolation 1 week 
16 weeks 
Somatic concerns 1 week 
16 weeks 
Daily routine 1 week 
16 weeks 
Total score 1 week 
16 weeks 


10.26 (6.90)** 10.48 (7.55)** 
4.89 (5.90) 3.00 (2.80) 
0.44 (0.89) 0.40 (1.00) 
0.22 (0.85) 0.04 (0.20) 
2.41 (2.72)** 1.92 (2.47)** 
0.93 (2.18) 0.04 (0.20) 
0.19 (0.48) 0.16 (0.47) 
0.37 (1.18) 0.08 (0.28) 
0.78 (0.97) 0.96 (1.37)* 
0.33 (0.73) 0.32 0.56) 

14.07 (7.35)** 13.92 (19.91)** 
6.74 (8.14) 3.48 (3.22) 


nn 


*P<0.05, **P<0.001, for comparison of scores at 1 and 16 weeks, 


Data are for followed up cases at 16 weeks only. 


Hopelessness Scale (HS) 


Sixty-eight patients completed the HS at one week (two 
illiterate, seven refused). The mean score for the admitted 
group was 10.29 (s.d. 5.68) and for the discharged group 
10.21 (s.d. 4.97), indicating no significant difference in 
perceived hopelessness between groups. 


Social outcome 


Fifty-seven patients had an SBAS interview at one week 
(for 15 there was no informant, and five refused), and 36 
at 16 weeks. Mean scores at each interview and change in 
scores did not differ significantly between groups on any 
of the summary variables. There was significant improve- 
ment over time in both groups on all objective variables, 
but with one exception (less distress arising out of the 
patient’s social performance in the discharged group) 
distress ratings were unchanged (Table III). 


General practitioner questionnaire 


All but two of the 77 patients were registered with a general 
practitioner; 70 were still registered with the same GP at 
16 weeks. The 75 patients were on the lists of 54 different 
GPs, the maximum for any individual GP being four. 
At one week there were no significant differences between 
groups in respect of the GP’s knowledge of the parasuicide, 
receipt of a hospital discharge letter, or consultation rates. 
In the week following the overdose, 40% of the sample had 
consulted their GP, and 5% had been prescribed new 
psychotropic medication. Two patients in each group had 
repeated parasuicide. New psychiatric referrals (including 
out-patient referrals) were made in 14%, with no differences 
between groups. Most GPs were satisfied with the 
management of their patients, the main complaint (in 12% 
of cases) being lack of information from the hospital. 
At 16 weeks three more patients had repeated parasuicide 
(one admitted, two discharged), giving a total of seven (three 





TABLE III 
Social Behaviour Assessment Schedule — mean scores (s.d. in parenthesis) on objective and subjective scales, by group 
D een 
Variable Admitted (n — 16)! Discharged (n — 20) 
Patient's behaviour 1 week 5.06 (4.91)* 4.55 (3.56)** 
16 weeks 3.44 (4.32) 2.00 (2.70) 
Patient’s social performance 1 week 0.68 (0.47)* 0.79 (0.51)* 
16 weeks 0.41 (0.44) 0.51 (0.40) 
Household burden 1 week 3.06 (1.88)** 3.90 (2.65)** 
16 weeks 0.81 (1.05) 2.10 (2.99) 
Patient’s behaviour - reported 1 week 0.47 (0.47) 0.55 (0.45) 
distress 16 weeks 0.35 (0.43) 0.31 (0.44) 
Patient’s social performance 1 week 0.27 (0.40) 0.30 (0.39)* 
— reported distress 16 weeks 0.30 (0.39) 0.11 (0.20) 
4... Household burden - reported 1 week 0.88 (0.44) 0.90 (0.63) 
16 weeks 0.81 (0.46) 0.89 (0.67) 


NNN 07 


*P<0.05, **P<0.001, for comparison of scores at 1 and 16 weeks. 


1. Data are for followed up cases at 16 weeks only. 
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admitted, four discharged) during the waole 16-week 
follow-up. A further 10% had been referred for psychiatric 
attention. Consultation and prescription rates were similar 
in the two groups during the 16 weeks before the parasuicide 
and in the 16 weeks thereafter. 


Other outcome criteria 

Seven patients were admitted to a psychiatric Lospital during 
follow-up, three at one week (1 admitted group, 2 
discharged group) and a further four at 16 weeks (2 
admitted group, 2 discharged group). Lengtk of admission 
(median 37 days, range 7-100) did not differ significantly 
between groups. The psychiatric case notes of these patients 
were checked. None had repeated parasuicide or received 
a psychiatric diagnosis of depressive illness. Six of the seven 
had previous histories of psychiatric admission and para- 
suicide. 

Very little demand was made of other medical, social or 
voluntary services during follow-up, with no differences 
between groups. Perhaps the only medical contact related 
to the parasuicide was a fractured radius fcllowing a fall 
on the day after a benzodiazepine overdose and discharge 
from hospital. 

Nine patients (4 admitted, 5 discharged) had time off 
work at one week. Eight patients (3 admitted, 5 discharged) 
were in employment at one week but unemployed at 16 
weeks, while four (2 admitted, 2 discharged) were 
unemployed at one week, but in employment at 16 weeks. 


Discussion 


Evaluative studies of parasuicide management have 
been criticised for relying too heavily on a single 
outcome measure, namely repetition rate, as a 
measure of effectiveness (Kreitman, 1979). This 
study employed a range of outcome criteria. 
Measures of psychological and social functioning 
proved sensitive to change over time, but no 
significant differences were found between the two 
groups. In addition, groups did not differ in GP 
consultation and prescribing rates, or psychiatric 
referral rate. Both groups still exhibited psycho- 
logical symptoms a week later, but the majority of 
these were transient and self-limiting, a finding 
reported in other studies (Newson-Smith & Hirsch, 
1979b). However, although admission to general 
hospital per se has not been shown to be superior 
to discharge home, it would be unwise to draw any 
conclusion about the efficacy of intensive hospital 
care (including, for example, counselling and social 
work). The admitted group was offered no treat- 
ment, merely a bed. 

A shortcoming of this study lies in the incomplete 
sample at the 16-week follow-up. GP data were 
available on the total sample at both follow-up 
interviews, but personal interview was rossible at 16 
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weeks with only the first 52 patients out of the sample 
of 77, because of constraints on researcher time. There 
were no significant differences between those followed 
up for 16 weeks and those not, and knowledge of © 
the natural history of parasuicide and its repetition 
provides some reassurance against any assumed bias 
in incomplete samples. Parasuicide occurs in a crisis, 
and most such behaviour is short lived. Since there 
were no early differences in outcome (at one week), 
it is unlikely that there would be any late differences 
due to differing management 16 weeks earlier. It is 
the immediate effect of the intervention which will 
show advantage or disadvantage, and early outcome 
measures will be more sensitive to detect this than 
later ones. Indeed, had one been able to forecast no 
differences at one week, it might have been reason- 
able to omit the later assessments. 

The study suggests that 15% of a hospital-referred 
parasuicide population can be identified, assessed, 
and managed by junior doctors without immediate | 
hospital admission. One week later, eight patients 
had been appropriately referred for out-patient 
appointments with local psychiatric or clinical 
psychology services. The case notes of three patients 
admitted to psychiatric hospitals were scrutinised, 
as they represented possible missed cases of psychiatric 
illness. In fazt, none was admitted for reasons of 
suicidal behaviour or depressive illness. One had 
alcohol problems, another lacked social support, and 
the third was diagnosed with ‘psychopathic persona- 
lity disorder’. 

These referrals to out-patient or in-patient care do 
not necessarily call into question the initial assess- 
ments by junior doctors. Their task was to select 
patients who, on clinical grounds, did not need 
immediate hospital admission. Even though psychia- 
tric symptoms may have been present, it was judged 
that GPs could arrange the future management of 
this group on a non-emergency basis. In terms of 
detecting serious psychiatric illness, the junior 
doctors appear to be competent. Discharge home has 
no additional adverse effect on these individuals or 
their closest social network, and does not burden 
their GP. Another 7% (n — 44) discharged themselves 
anyway. That over half (274/511) of the hospital- 
referred parasuicide population was considered by 
the junior doctors to require hospital admission 
emphasises that the randomised sample represents 
a marginal group. Nevertheless, across England and 
Wales about 15 000 of the annual total of 100 000 
parasuicide episodes (Office of Health Economics, 
1981) could be affected. = 

The major economic consequence of a policy of 
assessment and selective discharge is the potential 
savings in the use of emergency medical beds. The 
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economic costs of the two approaches would depend 
on whether spare capacity in overnight stay or 
medical wards could be used effectively for other 
purposes. Such a benefit has to be offset against the 
cost of setting up and maintaining such a service. 
Junior doctors have shown that they can safely assess 
and select suitable cases for discharge. This represents 
a long-term educational gain, not just a current cost, 
as these doctors will be learning to exercise their 
judgement in the future, thus avoiding referral of 
some cases to hospital. There is evidence from Black 
& Creed (1988) that junior doctors perform poorer 
assessments than psychiatrists if unsupervised. This 
stresses the importance of the psychiatrist's role, not 
only in providing the educational input, but also in 
maintaining close liaison with senior and junior 
medical colleagues so necessary for this form of 
service. 

The study did not aim to establish or follow a set 
of criteria or guidelines for parasuicide assessment 
and management. It shows what actually happens 
when junior doctors are given training and responsibi- 
lity for making management decisions, with close 
support and liaison from a psychiatrist. Clearly, the 
input from the psychiatrist should be no more than 
would be expected from a consultant working in a 
general hospital, and seeking to establish a district 
policy on parasuicide management according to the 
Royal College of Psychiatrists’ guidelines. The results 
cannot and should not be generalised to other 
hospitals operating a different policy with different 
levels of supervision. However, the form of service 
in this study would support the DHSS (1984) 
proposals on parasuicide management which recom- 
mended a switch in emphasis away from routine 
hospital admission and psychiatric referral for all 
cases. 
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Adult Children of Problem Drinkers 


in an Urban Community 


NADY A. EL-GUEBALY, JOHN R. WALKER, COLIN A. ROSS and RAYMOND F. CURRIE 


In a medium-sized Canadian city, 581 randomly selected households were contacted and 
responded to a survey on the impact of parental alcohol problems. Twenty-two per cent of 
the respondents indicated that at least one of their parents had a drinking problem. The 
biological father was affected In 8196. Compared with the rest of the sample, the adult children 
of problem drinkers were younger but they did not differ In Income or education. Adult children 
of problem drinkers were more likely to have parents who were divorced or separated, to 
be divorced, separated, or remarried themselves; to be heavy drinkers and have Indications 
of alcohol problems; and to use more sources of help for problems with stress and anxiety 
and problems with alcohol. They did not differ from those without parental drinking problems 
on measures of current positive and negative affect. 


The plight of the offspring of alcoholics while 
growing up is well described in the scientific literature 
(el-Guebaly & Offord, 1977, 1979; Woodside, 
1982; National Institute on Alcohol Abuse and 
Alcoholism, 1985). Detailed studies describe a range 
of neuro-psychological deficits (Grant, 1986; Bennett 
et al, 1988) and specific coping mechanisms and 
behavioural clusters (Black, 1982). There have been 
attempts to unravel the impact of parental alcoholism 
on children from the social disorganisation which 
may accompany it (Offord et al, 1978). Systematic 
investigations of the transmission of alcoholism 
conclude that, compared with the general popu- 
lation, biological sons and daughters of alco- 
holics are four times more likely to become 
alcoholics (Schuckit, 1987). Familial alcoholism 
has an earlier onset and poorer prognosis than 
environmental alcoholism (Penick ef al, 1978; 
Frances et al, 1984). Teasing out the genetic versus 
environmental elements that contribute to this 
susceptibility along with the identification of the 
specific pathways involved is a promising scientific 
endeavour (Goodwin, 1984; Cloninger, 1987). 
Recently, there has been increasing interest in the 
impact of parental alcoholism on the adult children 
of alcoholics. A syndrome of co-dependency has 
been described involving specific maladaptive 
behaviour in members of families with addict 
members (Cermak, 1986). Self-help associations have 
been formed by adult children of alcoholics, resulting 
in a good deal of publicity (Chu & Johnson, 
1988; Leerhsen & Namuth, 1988). Much of this 


"information is based on clinical reports and 


self-disclosures, and little empirical evidence is 
available on the nature and prevalence of psycho- 
social problems among adult children of alco- 
holics as compared with the general population. 

Some data are available from longitudinal studies 
of the sons of alcoholics. A controlled follow-up 
study of Swedish men, aged 24-32 years, whose 
fathers were diagnosed as alcoholic 20 years earlier, 
found a high prevalence of alcoholism, social 
problems, need for social assistance, sick leave from 
work, somatic complaints, and visits to a pre-paid 
health clinic (Rydelius, 1981). In a prospective study 
of Danish men at high risk for alcoholism, a ‘pre- 
morbid assessment' at age 19-20 years characterised 
the group as having poor verbal ability and impulsive 
behaviour, with no alcoholics at that point among 
them (Schulsinger ef a/, 1986). Another prospective 
longitudinal study of inner-city youths in Boston 
(Beardslee et al, 1986) described general adjustment 
difficulties for some adult offspring related to 
the amount of exposure to parental alcoholism. 
On the basis of interviews at age 31 and 47, 
the authors concluded that alcoholism in the 
environment of the developing child and a family 
history of alcoholism make independent contri- 
butions to poor adult outcome. The main negative 
effect of exposure to parental alcoholism was 
observed in the small group of individuals who 
developed alcohol abuse. When those who did not 
abuse alcohol were included, the adult children of the 
alcoholics group did not differ from the control group 
on physical and mental health, years unemployed, 
and mood. 





An earlier version of this paper was presented at the annual meeting of the Amencan Psychiatric Association, Montreal, 12 May 1988 
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This paper reports our attempt to assess the 
psychosocial functioning of adult children of 
problem drinkers in the community by surveying a 
representative non-clinical sample. The stucy of non- 
institutional samples has become the hallmark of a 
new generation of epidemiological studies aiming at 
measuring the true prevalence of psychological 
symptoms in communities rather than the treated 
prevalence (Regier et al, 1984; Paulsen et al, 1988). 


Method 


Subject sample 


The data reported were collected as part o? the 1987 
Winnipeg Area Study, an annual community survey carried 
out since 1981. Winnipeg is a city of 625 000 inhabitants 
with a stable economy and population base, located in the 
Canadian midwest. Following two field pilct tests, 19 
trained interviewers spent nine hours practísiag for this 
specific project with the help of an instruction handbook. 

A random sample of 754 addresses was selected from a 
computerised list of all city residences. Nursing homes and 
temporary residences were excluded. If the add-ess had no 
telephone number (no telephone or number unlisted or 
unpublished), an interview was conducted in person at the 
respondent's residence. A random pre-designation of each 
household as either male or female was recorded on the 
front of the interview form. If the person answering was 
of the specified gender, only that person could be 
interviewed. If the person was not of the specified gender, 
that person was asked to choose someone of the appropriate 
gender in the household. If there was no one of the specified 
gender, the respondent could only be the person who 
answered the telephone or door. An eligible respondent was 
someone 18 years of age or older who resided at that 
address. No substitution was permitted 1f the selected person 
refused. Most interviews were by telephone (480, 82.6%) 
with the remainder in person (101, 17.4%) (581 rzspondents, 
78.3% response rate). i 

Over recent years the telephone interview hes become a 
major technique in North American survey reseerch. A wide 
variety of studies (reviewed by Sudman & Bradburn, 1983) 
indicate that telephone interviews and interviews in person 
produce similar results. The reliability of telephone 
interviews for diagnoses has also been tested (Paulsen ef 
al, 1988). Telephone interviews are less costly and allow 
for closer supervision of interviewers, with improved quality 
control. Interviews in person have the advantage that they 
may be longer. Comparison of the two types of interview 
in this study revealed no significant differences in refusal 
rates or responses chosen on factual, behevioural, or 
personal opinion items (Currie, 1987). 


Questionnaire design 


Parental problem drinking was detected by a ‘yes’ response 
to the question **Have you ever thought that one or both 
of your parents, including step, foster, or adoptive parents, 
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had a drinking problem for a period of at least two weeks?” 
(i.e. more than occasional intoxication). The same question 
was asked regarding other prescribed and non-prescribed 
drugs. Six questions identified the parent and the number 
of years lived with him/her, while another eight questions 
assessed physical and psychosocial complications of 
substance abuse for the parent. Aside from a number 
of demographic questions, we were also interested in 
comparing the scores of adult children of problem drinkers 
(ACPD) with the rest of the sample (adult children of 
parents without drinking problems, non-ACPD) on several 
measures: 


(a) the Bradburn Affect Balance Scale, which has ten 
questions measuring positive and negative aspects of 
psychological well-being (Bradburn, 1969) — while 
not perfect, the scale has shown consistency across 
national and cultural boundaries, and identifies lower 
levels of distress than other scales (McDowell & 
Praught, 1982, 1985) 

(b) extent of alcohol and other prescribed and non- 
prescribed drug use 

(c) CAGE, an acronym for four interview questions 
useful in helping to make a diagnosis of alcoholism: 
the questions focus on cutting (C) down on alcohol, 
annoyance (A) by criticism, guilty (G) feeling, and 
intake of ‘eye-openers’ (E); the questions have been 
tested for validity and found to have a predictive 
value above that of biochemical tests or physician 
screening (Bush ef al, 1987; Ewing, 1987) 

(d) a self-report of help-seeking behaviour concerning 
child rearing, stress and anxiety, or parental or own 
alcohol or drug problem through the use of 
professional help, reading materials, or attendance 
at treatment groups. 


The median length of the interview was 18 (range 10—45) 
minutes. There were a large number of conditional 
questions so that the Interview was longer if the respondent 
acknowledged a parental or personal drinking problem, for 
example. 


Results 


To the question, **Have you ever thought that one or both 
of your parents, including step, foster, or adoptive parent, 
had a drinking problem for a period of at least two 
weeks?’’, 443 respondents replied ‘no’ and’ 129 replied ‘yes’ 
(77.4% v. 22.6%). The parental breakdown of the positive 
answers was biological father (n — 105, 81.4%), biological 
mother (n = 19, 14.7%), non-biological father (n= 4, 3.1%), 
and non-biological mother (n= 1, 0.8%). Both biological 
parents were involved in 16 cases (12.4%). Because of the 
small number of non-biological parents with drinking 
problems, this group was eliminated from subsequent data 
analyses. 

The age distribution of respondents in each group is 
shown in Table I. As only 2% of the ACPD respondents 
were over 65, this group was eliminated from subsequent 
data analyses to reduce the influence of this age difference 
in evaluating the other variables. The age difference between 
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TABLE I 
Comparison on selected demographic variables for respondents with and without parental alcohol problems (ACPD 


and non-ACPD groups)! 


E Lr TT ————————————————————————— 





Variable ACPD Non-ACPD Comparison 
No. (%) No. (99) x? P 

Age range: years 

18-24 28 (23) 56 (13) 

25-34 44 (36) 115 (27) 

35-44 35 (28) 97 Q3) 

45-64 14 (12) 85 (19) 

654 2 (2) 79 (18) 

Gender (age 18-64 only) 

Female 71 (59) 194 (54) 1.06 NS 

Male 50 (41) 170 (47) 

Parents' separation or divorce 

Age 18-24 14 (52) 8 (14) 13.20 0.001 
25-34 21 (48) 15 (13) 21.56 0.001 
35-44 10 (29) 7 (7) 10.28 0.001 
45-64 3 ., Q1) 6 (7) 1.52 NS 

Respondents currently divorced, separated or remarried 

Age 18-24 1 (4) 2 (4) 0.00 NS 
25-34 5 (11) 14 - (12) 0.02 NS 
35—44 16 (46) 21 (22) 7.19 0.007 
45-64 4 (29) 22 (26) 0.00 NS 


1. Values tabled indicate number and percentage of subgroup members responding yes to the item. x! calculated using Yates’ correction 


1f there were less than 5 cases in any cell. 


the groups was considered by using analyses of covariance 
for continuous variables and grouping the categorical 
variables into age ranges for x? analyses, as preliminary 
analyses indicated that age was related to many of the other 
variables. 

A 2x2 multivariate analysis of covariance (MANCOVA) 
was performed with the major continuous dependent 
variables which were available for most of the subjects: 
education, Bradburn measures of positive and negative 
affect, CAGE score, frequency of alcohol use and heavy 
alcohol use, and number of sources of help used for 
problems with stress and anxiety. The two grouping 
variables were the presence or absence of parental drinking 
problems and gender. Age was used as a covariate. The 
combined dependent variables were significantly related to 
the covariate (age), F=7.63, d.f. —7, 428, P«0.001, to 
parental drinking problem, F 4.01, d.f. =7,428, P<0.001, 
to gender, F= 7.64, d.f. 27,428, P<0.001,-but not to the 
gender by parental drinking problem interaction. The 
statistically significant difference on the parental drinking 
factor was followed up by the univariate analyses described 
below. 


Demographic characteristics 


The groups with and without parental drinking problems 
are compared in Table I. The ACPD group was significantly 
younger, even. with the elimination of those over 65. 


The groups did not differ significantly in the ratio of male 
to female respondents. 

The ACPD group reported significantly more parental 
separation or divorce at every age level except for those 
aged 45—64 (where the sample size was rather small). In 
the 18-34 age groups approximately 50% reported parental 
separation or divorce, compared with approximately 14% 
in the group with no parental drinking problems. 

The proportion of respondents never married decreased 
across the age range, as one would expect, and there were 
no significant differences between the groups on this 
variable. When the groups were compared on the 
proportion of respondents divorced, separated, or 
remarried, there was a significant difference between the 
groups in the 35-44-year range, with 46% of those 
with parental drinking problems v. 22% of those with no 
parental drinking problem being separated, divorced, 
or remarried. A x? analysis detected no significant 
relationship between parental separation or divorce and 
respondent's separation, divorce, or remarriage in either 
group. 

Table II provides additional demographic comparisons. 
ACPD respondents left home at a significantly younger age 
(18.6 years v. 20.0 years, covariate adjusted means) but 
there was no significant difference in the age at which 
parental financial support ended. They did not differ from 
those without parental drinking problems in level of 
education or household income. 
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TABLE II 
Means of scores on demographic, alcohol-related, affect, and help-seeking variables for ACPD and non-ACPD groups' 
enn 
Variable ACPD Non-ACPD Comparison 

F P 

Demographic 
Age left home (years) 18.6 19.9 9.09 0.003 
Age parental financial support ended (years) 18.6 20.3 1.83 NS 
Education (1-15) 8.06 8.45 2.00 NS 
Household income (2-5) 4.1 4.2 0.84 NS 
Alcohol-related 
How often drink (1-10)? 5.32 5.09 1.18 NS 
How often 5+ drinks (1-9)? 3.78 3.33 6.85 0.009 
CAGE score (0-4) 0.71 0.44 8.97 0.003 
Affect (Bradburn scale) 
Positive affect (5-15) 9.48 9.65 0.90 NS 
Negative affect (5-15) 11.13 11.29 0.65 NS 
No. of sources of help used 
Stress and anxiety (0-3) 1.00 0.68 11.16 0.001 
Problems with parent's or own alcohol or drug use (0-3) 0.55 0.29 4.85 0.029 
Problems in child rearing (0-3) 0.92 0.80 0.073 NS 


pv ee EEE 


Ae All comparisons were made with a 2x 2 analysis of covariance with gender and presence or absence of parental drinking problems 
as grouping variables and age as a covariate. Calculations were performed with the use of the SPSS MANOVA program. F tests and 


P values are for the parental drinking problem comparison. 
2. l=never, 9 or 10=twice or more a day. 


Alcohol-related measures 


Table II also presents results on a number of alcohol-related 
measures. Respondents were asked how often they had at 
least one (scored 1-10), and how often they had five or 
more (scored 1-9), alcoholic beverages during the previous 
12 months. There was no significant difference between the 
groups in how often they drank, but there were significantly 
more individuals in the ACPD group who were heavy 
drinkers. The overall CAGE score indicated that 
significantly more of those with parental drinking problems 
acknowledged having some problems with alcohol 
themselves. 

As an illustration of the actual frequenzy of heavy 
drinking, the proportion of subjects indicating that they 
drink five or more drinks once monthly or more was 
calculated. Significantly more ACPD respondents reported 
this level of consumption in the 25-34-year-old group (64% 
v. 38%, 32—8.27, P<0.004) and 35—44-year-old group 
(44% v. 26%, 32 — 3.99, P<0.046) but not in the 18-24- 
and 45-64-year-old groups. In general, frequency of heavy 
drinking for both ACPD and non-ACPD groups decreased 
as age increased. Similar patterns were seen when even more 
frequent drinking was considered (c.g. two ar three times 
a month or more) with fewer respondents reporting each 
increasing level of consumption. 

The 'relative risk' for having a heavy drinking pattern 
in the ACPD group as compared with the non-ACPD group 
was calculated. The procedure, outlined by Rose & Barker 
(1986), compares the proportion of individuals in a group 
with a particular characteristic, adjusting for difference in 


age levels between the groups (Feinstein, 1985). The ACPD 
group's risk was higher by a factor of 1.28 when the whole 
18-64 age range was considered. When those in the 25-44 
age range only were considered the relative risk was 1.65. 
On the overall CAGE score, in the 25-34 age range, 
significantly more ACPD respondents felt at one time that 
they should cut down on drinking (43% v. 23%, x? =6.64, 
P<0.01) and significantly more felt bad or guilty about 
drinking at one time (34% v. 14%, 32—8.26, P<0.004). 
There were no significant differences between the groups — 
in the number indicating that they had a problem with abuse 
of prescribed or non-prescribed drugs at any of the age 
levels. The number of respondents in each group acknow- 
ledging this problem was small (5-15% for most age levels). 


Bradburn affect scale and sources of help used 


There were no significant differences between the groups 
on the two measures of current affect (Table II). 

Table II also compares ACPD and non-ACPD groups on 
the number of sources of help used (out of a possible three) 
for frequently encountered problems in living. The ACPD 
group used significantly more sources of help in coping with 
stress and anxiety and in coping with problems with alcohol 
or drugs (including ‘‘a parent's problems, the effect of a 
parent’s problem on you, or for your own problems”). ~ 
They did not use more sources of help, however, in dealing — 
with problems in child rearing (asked only of parents). 
Respondents were asked whether they had ever used these 
sources of help, not whether they were currently using them. 


A 
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In order to compare the two groups’ frequency of use 
of various sources of help for problems with stress and 
anxiety, the relative risk procedure, as previously outlined, 
was used. The proportions of use in the ACPD group 
relative to the non-ACPD group were: discussed with a 
professional, 1.77; tried an approach you read about, 1.22; 
and attended a group programme, 1.64. 

Help for problems with alcohol or drugs (own or 
parent’s) was used by a small proportion of those without 
parental drinking problems (0-6%, depending upon age 
group and type of help) but a much larger proportion of 
those with parental drinking problems (8-299). The 
relative risk proportions of the ACPD group compared with 
the non-ACPD group were: discussed with a professional, 
12.0; tried an approach you read about, 8.0; and attended 
a group programme, 10.5. 


Severity of parental drinking problem 


ACPD respondents were asked a number of additional 
questions about the effect of the problem on the parent. 
The items reflected the health and social impact of alcohol 
problems. The most frequently reported problems were 
psychological (60%) and health problems (46%). Forty-five 
per cent were advised by a friend or a professional to reduce 
their drinking. A considerable proportion of the sample 
reported that they feared that their parents would separate 
because of the problem (43%) or that their parents did 
separate or divorce because of the problem (33%). Legal 
problems were reported by 28% of respondents. Alcohol 
problems resulted in an inability to perform usual job or 
occupation in 21% of cases and a lost job or promotion 
in 15% of cases. The proportions reporting problems may 
be somewhat conservative, as for each problem 3-17% of 
respondents indicated that they did not know whether the 
parent had experienced this problem. 

An index of severity of the parental problem was 
developed by summing the number of health and social 
problems reported. Scores ranged from 0 problems to 8. 
The mean number of problems reported was 2.9 (s.d. 2.). 
In order to examine the relationship between the severity 
of the parental alcohol problem and the functioning of the 
respondent a regression analysis was carried out. The 
analysis related the index of severity to respondent's age, 
education, positive affect, negative affect, frequency of 
consumption of at least five drinks, CAGE scores, use of 
help for stress and anxiety problems, and use of help for 
alcohol or drug problems. None of these variables was 
found to be significantly related to parental severity in a 
stepwise linear regression procedure. 

Respondents were also asked how long they lived with 
the affected parent while he/she was having alcohol 
problems. The respondents lived with the affected parent 
for an average of 10.5 years (s.d. 7.3 years). Once again, 
there were no statistically significant relationships between 


24— the time with the parent and the other major variables in 


a regression analysis. 

A regression analysis was also carried out to consider the 
variables which might be related to respondents’ use of help 
for drug and alcohol problems (their parent's, the impact 
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of their parent's problem on them, or their own). The other 
variables entered in the equation were: severity of parental 
problem, number of years with parent while he/she had 
the problem, respondent gender, age, education, positive 
affect, negative affect, frequency of consumption of at least 
five drinks, CAGE score, and use of help for stress and 
anxiety problems. The backward stepping multiple linear 
regression procedure suggested a relationship between the 
use of help for alcohol and drug problems and three of the 
predictor variables: use of help for stress and anxiety 
problems (t=4.01, P«0.001), CAGE score (t=3.77, 
P « 0.001), and frequency of consumption of at least five 
drinks (£22.43, P<0.05). The proportion of variance 
accounted for by the overall regression equation was 
approximately 25% (multiple r 0.53, adjusted r?— 0.26, 
F=14.12, P« 0.001). 


Discussion 


To our knowledge, this is the first systematic 
prevalence survey of adult children of problem 
drinkers in a non-clinical urban population. The 
prevalence is significant, close to a quarter of the 
adult population, with the biological father as the 
parent most frequently affected and a higher 
prevalence among younger respondents. Per capita 
alcohol consumption has been increasing in Canada 
and worldwide throughout this century (Helzer, 
1987; McKie, 1987), and it is likely that alcohol 
problems are increasing in step (Helzer, 1987). 

The adult children of problem drinkers reported 
higher rates of parental marital breakdown, personal 
marital breakdown, heavy alcohol consumption, and 
problems related to alcohol consumption. They left 
home at an earlier age but did not differ in education 
or household income. There was no significant one- 
to-one relation between the parent's marital 
breakdown and that of the children. This vulner- 
ability is empirical evidence for the risk in 
dysfunctional relationships hypothesised in the 
syndrome of co-dependence. 

The groups did not differ in current positive and 
negative affects on the Bradburn scale. Beardslee et 
al (1986), in their follow-up of children of alcoholics 
40 years later, concluded that adult children of 
alcoholics did not have a higher level of mood 
disturbance except for those with alcohol dependence 
themselves. In the current study, however, more 
respondents in the ACPD group sought help for 
stress and anxiety problems and in coping with 
alcohol or drug dependency (their own or their 
parent's). This may have been a more sensitive 
measure of psychosocial problems, because the items 
asked whether the respondent had ever used each 
source of help. It is reassuring to note the readiness 
among the ACPD group to seek help, although we 
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do not have data on the intensity and qua ity of help 
received. The results of the regression analysis on use 
of help for drug and alcohol problems incicates that 
those with heavier drinking and higher CA.GE scores 
were more likely to seek help, suggesting that they 
may be seeking help for their own drinking problems 
rather than for their parents’ drinking problems or 
the impact of their parents’ drinking problems on 
them. 

The time available for the structured interview 
used in this study was limited owing to the cost 
involved. It would be helpful in future research to 
consider in more detail the specific types of alcohol 
and drug problems encountered by adult children of 
alcoholics, along with any current or past emotional 
problems which were not detected by the affect 
measure used in this study. This considerebly higher 
proportion of help seeking by those with parental 
drinking problems suggests that more pro»lems may 
be identified by a lifetime prvelente than a current 
prevalence approach. 

A major question in interpreting the results of this 
study is about the relationship between ‘problem 
drinking’ and alcoholism. It is quite possible that 
some offspring did not acknowledge a significant 
problem which existed, or overemphasised a problem 
which would not meet the criteria for alcohol 
dependence or abuse. In future studies, an indepen- 
dent evaluation of the parental drinking problem 
by. interview would be helpful. Given the high 


number of health and social parental problems. 


related to alcohol (mean 2.9 problems), it is likely 
that a very significant proportion of the parents 
would meet the criteria for alcoholism. Al-hough the 
question about parental drinking problem specified 
that the problem should be present for at least two 
weeks, the respondents reported that they lived with 
the affected parent while they were having the 
drinking problem for an average of 10.5 years (not 
considering those respondents who were still living 
with the affected parent). Clearly the prcblem with 
drinking was generally not a transient cne. 

The regression analysis considering the relation- 
ship between severity of parental alcohol problem 
and the adult child's functioning suggests that 
thé problems experienced by the adult child did 
not necessarily. become more severe (on this set of 
measures at least) as the parental problem got worse. 
Again, this would suggest that there were. no 
dramatic differences between those wit parental 
problem drinking and those whose parents would be 
likely to receive a diagnosis of alcoholism. It also 
questions a straightforward environmental explana- 
tion of the tendency of alcohol problems to run 
in families. 
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The relatively high risk of drug or alcohol 
dependency and relationship problems among the 
adult children of problem drinkers may indicate 
the most appropriate targets of our therapeutic 
approaches to this problem. The results are also a 
testimony to the resiliency of this group on many of 
the psychosocial variables considered. As is ofteri the 
case in community surveys (Schachter, 1982), the 
results are more encouraging than findings based on 
more limited clinical samples. 
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Olfactory Delusional Syndrome with Various Aetiologies 


T. H. MALASI, S. R. EL-HILU, I. A. MIRZA and M. FAKHR EL-ISLAM 


Six patlents who had delusional convictions that they were malodorous were followed up 
for between six months and four years. Difficulties encountered in clinical settings In 
differentiating overvalued ideas, delusions, and hallucinations arise from lack of clarity of 
psychopathological terminology. Schizophrenla and depression are closely related to the 


syndrome. 


Monosymptomatic hypochondriacal psychosis 
(MHP) was described as a single hypochondriacal 
delusion that is sustained over a considerable period, 
sometimes for years. The personality remains well 
preserved although the person's way of life may be 
adversely affected (Munro, 1980). Kenvon (1976), 
Bebbington (1976) and Munro & Pollock (1981) 
suggested that it can be part of other psychiatric 
conditions such as schizophrenic or affective disorders. 

Only a few of these cases come to the attention 
of psychiatrists. The modes of presentation vary 
widely (Schachter, 1971; Reilly, 1977; Marbach 1978; 
Munro, 1980). Cases of MHP involving olfactory 
delusions in which the individual falsely believes that 
he/she emits a foul odour have been given different 
names, e.g. solitary psychosis (Beary & Cobb, 1981), 
bromidrosiphobia or olfactory reference syndrome 
(ORS) (Pryse-Phillips, 1971; Bishop, 1980), and 
autodysosmo-phobia (Bourgeois, 1973). As a symptom 
of a schizophrenic illness the condition is usually a 
severe and even disabling olfactory hallucination. In 
milder instances, the condition lacks the quality of 
conviction and is encountered in neuroses (Bourgeois, 
1973) as an aspect of the patient's sensitivity and as 
a rationalisation for difficulty in interpersonal 
relationships. In depression the condition is an 
expression of feelings of worthlessness or negative 
self-evaluation. 

ORS tends to have an early age of onset and a 
predominance of males and single peaple (Pryse- 
Phillips, 1971). Patients differ from the usual 
schizophrenic patients in the absence of looseness of 
associations and personality deterioration, their 
conceived intrinsic origin of the malodorous 
experience, and their *contrite' reaction in which they 
excessively wash their bodies and change their clothes 
(Pryse-Phillips, 1971). Endogenous depressive 
patients with olfactory hallucinations differ from 
those with ORS in the presence of vegetative signs 
of.depression and the absence of the 'contrite" 
reaction; their olfactory experiences were often 
exacerbated in social situations (Bishop, 1980). 


In clinical evaluation of the ORS the main 
difficulties are in differentiating overvalued ideas 
from delusions and in differentiating olfactory 
hallucinations from olfactory delusional beliefs 
(Munro, 1982; Thomas, 1985; Jenike & Brotman, 
1985). 

The ORS has never been reported in Middle : 
Eastern communities. The following case histories 
are described in order to point out the nature of this 
condition, especially its relationship to depression 
and its response to treatment. 


Case reports 


Four patients were referred by family members or medical 
practitioners. The fifth patient was discovered while 
discussing her son’s enuresis. A sixth patient was brought 
to the hospital by the police because of his aggressive 
behaviour. All patients had a clinical psychiatric assessment, 
physical and neurological examination, and appropriate 
physical investigations. They were treated with pharmaco- 
therapeutic agents and supportive psychotherapy and they 
were followed up for six months to four years. 


Case 1 


A single Egyptian man aged 33 had for three years had a 
conviction that he had an offensive odour like urine and 
faeces emanating from his mouth. The onset was sudden, 
when he misinterpreted a whisper from his fiancée to her 
sister as a derogatory allusion to his smell. Several oral 
freshners were tried to no avail. He even changed his diet 
to fruits only in the hope of reducing the intensity of the 
‘smell’. Various physicians were consulted, and he under- 
went repeated investigations with negative results. He 
became progressively depressed, ruminating on ideas that 
he may be sexually perverted or not masculine. He broke 
off two engagements and stopped going to work because 
of the ‘smell’. 

In the interview he was depressed, having ORS delusions 
of persecution, and olfactory hallucinations. There was no _ 
evidence of personality deterioration. Cognitive functions 
were intact. He begged for help to eliminate the odour. 

Although he had features suggesting endogenous depres- 
sion, and showed favourable response to a daily combination 
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of imipramine (150 mg) and pimozide (8 mg), he did not 
respond to the antidepressant alone. His social withdrawal 
and work deterioration may point to a greater contribution 
of paranoid than depressive symptoms. In three weeks he 
became less depressed and more optimistic as the ‘odour’ 
greatly diminished. 


Case.2 


A 27-year-old single Kuwaiti man had his first psychiatric 
hospital admission at the age of 22. He was delusionally 
convinced that a foul odour emanated from his mouth. He 
was so disturbed by it that he abandoned his university 
studies. He consulted doctors of different specialties, one 
of whom removed his tonsils. He also used different mouth 
freshners with no avail. He was very depressed, anxious, 
and socially withdrawn. He thought of suicide. He was 
subsequently readmitted three times with similar complaints. 
The death of his father, before the onset of his illness, 
affected him significantly as he was very dependent on him. 
The patient’s younger sister suffered from obsessional 
neurosis and a cousin committed suicide by burning. 
During the psychiatric examination he was anxious and 
had suicidal ideas, although there was no other evidence 
of depressive illness. He had ORS, delusions of persecution, 
and auditory and olfactory hallucinations. Gestures and 
talk of others were attributed to the fact that he ‘stinks’, 
and he attributed his illness to the work of the devil. 
He was diagnosed with paranoid schizophrenia and 
treated with trifluoperazine ‘(15 mg t.d.s.) and electro- 
convulsive therapy (ECT). He made satisfactory recovery 
and most of his symptoms disappeared, but the delusion 
of smelling bad remained. At times he wondered whether 
people closed their car windows because of his smell! 


Case 3 


A married male Kuwaiti porter aged 53 complained of a 
feeling of sadness with bouts of crying because of a foul 
odour emanating from his mouth. As a result he avoided 
people, including his family. His appetite was poor and he 
had lost weight. Although the condition had lasted 20 years, 
he had never received psychiatric treatment. 

The patient suffered multiple losses: father, mother, and 
four brothers within the four years before his presentation 
for treatment, and only one younger brother survived. 

The patient was thoroughly examined and investigated 
by many physicians and none of them could find any cause 
for the complaint. Frequent use of mouth freshners, sprays, 
and gargles were of no help. He had been treated for 
hypertension for seven years. Pre-morbidly he was sensitive, 
conscientious, and introverted. 

At psychiatric interview he talked with his face turned 
away from the interviewer. He was depressed and expressed 
suicidal ideas. He had olfactory delusions and olfactory and 
auditory hallucinations at work, where he heard others talk 
about his bad smell. 

He was diagnosed with psychotic depression and treated 
with trimipramine (150 mg) and thioridazine (100 mg nocte) 
daily. He felt much better and his sleep and appetite 
improved, but he continued to complain of the odour for 
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two months after the beginning of treatment; then the odour 
disappeared and he regained his normal weight. 


Case 4 


A single, unemployed Palestinian youth, aged 18 years, with 
8 background of several previous admissions, was brought 
to hospital by the police at his family's request because of 
his aggressive behaviour. He complained of smelling a foul 
odour like faeces emanating from himself and at times from 
people around him. 

He had suffered a head injury at the age of ten, when 
he fell from a height and lost consciousness for three days. 
Intellectual and behavioural deterioration became obvious 
and progressive since then. His first admission to the 
psychiatric hospital was six years after the accident. There 
was no previous or family history of psychiatric illness. 

Psychiatric examination showed evidence of mental 
retardation and schizophrenia. He was hallucinating and 
deluded about the smell. His IQ placed him in the mild 
mental retardation category. During most admissions he 
responded well to chlorpromazine (800 mg daily) for a month. 


Case 5 


A 21-year-old single Kuwaiti man referred by his general 
practitioner complained that for the past four years he had 
been emitting unpleasant smells, which he believed to be 
flatus. The condition was of sudden onset without obvious 
precipitating factors. In addition he complained of insomnia, 
depressed mood, anorexia, abdominal pain, and distension 
in the right hypochondrium. He became isolated and with- 
drew from company. At times he used perfumes to mask 
the smell. 

He lost his father and two younger sisters when he was 
a child. His mother died when he was 15. Apparently she 
suffered from a similar complaint of abdominal pain and 
distension but the nature of her illness was not known. He 
had been unable to work since the onset of his illness. 
Believing that he had a physical problem, he consulted 
physicians in Kuwait and abroad, and underwent excessive 
investigations, with negative results. ; 

During the psychiatric interview he sat at a distance from 
the examiner. He was depressed and cried many times during 
the interview as he felt ashamed and sorry for himself. He 
was both deluded and hallucinating about the odour, as 
he insisted that he was smelling the odour. He described 
the odour as intermittent and fluctuating in intensity. 

The patient was treated with amitriptyline (150 mg nocte) 
and flupenthixol (1 mg t.d.s.). He improved gradually. Five 
months after treatment he reported a complete remission 
of his symptoms and stopped attending the out-patient 
clinic. Four months later he was seen in a relapse of the 
same condition. He was given the same treatment and 
improved once more. 


Case 6 


A 38-year-old Jordanian housewife was first seen when she 
brought her son to the psychiatric out-patient clinic because 
of his nocturnal enuresis. 
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Then she complained of foul mouth odour, forgetfulness, 
worries, and family problems of three years! duration. She 
blamed the bad smell for her depression and poor marital 
relationship. She became withdrawn, felt she was avoided 
by people, and described their remarks and gestures. The 
patient was resigned to their acts and accepted them as 
justified. She tried various methods of treatment with 

“dentists, ENT specialists, and physicians. She used many 
different toothpastes and mouthwashes. The patient had 
no previous or family history of psychiatric illness. 
However, her father, aged 70 years, had married 18 months 
earlier, just before the death of her hemiplegic mother, and 
this hurt her deeply. 

In the psychiatric interview the patient wes depressed. 
She had olfactory hallucination and delusion. A diagnosis 
of depression was made and she was treated wit maprotiline 
(50 mg t.d.s.) and lorazepam (2 mg nocte). Two months 
later the smell and the other symptoms had improved 
greatly. Seven months later she stopped medication, but 
she presented again the same clinical picture. Treatment 
was resumed with trifluoperazine (2 mg b.d. daily) in 
addition to 150 mg maprotiline. The condition improved 
again and two years later she was still well without 
medication. 


Discussion 


Our six psychotic patients, although presenting with 
similar symptoms, had possibly quite different 
aetiologies due to constitutional factors of a bio- 
psychosocial nature (Bishop, 1980). Munro (1982) 
considered the ORS as a subtype of mcnosympto- 
matic hypochondriasis, which in turn is a subtype 
of paranoia. However, the boundaries of the condition 
remain fuzzy, as evidenced by the variety of clinical 
case histories published in the last few years and the 
different types of treatment employed. 

The diagnostic check-list produced by Munro & 
Chmara (1982) showed that the condition was not 
monosymptomatic or even monodelusioral and that 
it would be accompanied by other symptoms, for 
example hallucinations, autochthonous delusions, 
depression, and/or paranoid delusions, although 
these were considered secondary (Munro, 1983). 
Discriminating primary from secondary features 
remains a problem. Whether all monosymptomatic 
delusional states are hypochondriacal was also 
disputed (Kenyon, 1976). 

In spite of the fact that some reported patients had 
isolated symptoms (Bishop, 1980), others fitted, 
in time, into well-known diagnostic categories 
(Leonhard, 1957). Transformation from one form 
of illness to another can occur (Munro & Pollock, 
1981; Insel & Atiskal, 1986), and the fact that 
a symptom belongs to more than one illness 
(Rosen, 1957; Videbech, 1975; Vaughan, 1976; 
El-Islam, 1980) causes difficulties in diagnosis and 
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management. Moreover,. most predisposing and 
associated factors in MHP (Munro, 1983) are 
encountered in many other psychiatric conditions. 

While Pryse-Phillips (1971) accepted unquestion- , 
ably that his patients were hallucinating, it is 
sometimes not clear whether ORS is a hallucinatory 
or a delusional disorder or both. The core of the 
illness was regarded as delusional, with secondary 
illusional or hallucinatory misinterpretations and 
ideas of reference (Fish, 1975; Munro, 1982), because 
patients often describe the odour graphically. All our 
patients suffered from both olfactory delusions and 
olfactory hallucinations, as they believed they had 
foul odours and insisted that they could smell the 
odours. 

Munro (1987) advocated the separation of MHP 
as a primary entity which is ‘neither lion nor tiger’ 
from similar symptoms encountered in schizophrenia, 
depression, or organic syndromes. Pryse-Phillips 
(1971) reported that it was hard to separate ORS 
from depressive illness on the basis of symptom 
analysis. He considered only those with the endo- 
genous type of depression as sufferers from true 
depressive illness in ORS, as otherwise depression 
in ORS may be reactive to the olfactory hallucina- 
tion. However, it is known that depressed patients 
may have no direct affective experiences during their 
illness or minimise it as only secondary to their 
physical illness (Blumer ef al, 1980; Katon, 1982; El- 
Islam ef al, 1988), and Arab patients in particular 
tend to emphasise somatic at the expense of affective 
symptoms (Baasher, 1961, 1963, 1965; Balint, 1964; 
Bazzoui & Al-Issa, 1966; Bazzoui, 1970; El-Islam & 
Ahmed, 1971; Ismail, 1972; Okasha, 1977; El-Islam, 
1978, 1982). The notion that depressed patients have 
no ‘contrite reaction’ was not conformed with in our 
cases, where the reaction varied greatly in intensity, 
irrespective of diagnosis. 

The efficacy of pimozide in the treatment of MHP 
(Riding & Munro, 1975) has been demonstrated. 
However, some patients improved on the combination 
of tricyclic antidepressants and phenothiazines 
(Bishop, 1980), while others improved on anti- 
depressants alone (Cashman & Pollock, 1983; 
Brotman & Jenike, 1984; Fernando, 1988). This. 
seems to support the possibility that depression may 
be an important clinical feature in MHP (Pryse- 
Phillips, 1971; Bishop, 1980; Hardy & Cotterill, 
1982), and the outcome of some untreated cases of 
MHP was suicide (Bebbington, 1976; Munro & 
Chmara, 1982). 

Only one of our cases (case 1) regularly took 
hashish and alcohol, but he developed the illness 
several years after abstention, and another (case 4) 
had ‘an old head injury; no major role, therefore, 
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could be ascribed.to substance abuse and organic 
factors (Riding & Munro, 1975; Connolly, 1978; 
Munro, 1980). : 
There is an association between hallucination of 
unpleasant odours and disgust or guilt, especially in 
relation to sexual topics (Henderson & Gillespie, 
1969). Repressed homosexuality (Freud, 1958) may 
have played a role in generating symptoms in some 
_ patients (case 1, 2, and 5) where it appeared either 
in their delusions or fantasies during masturbation. 
Case 1 had a history of homosexual assault during 
childhood. Gender identity problems seem to 
contribute to the pathogenesis of some cases 
(Connolly, 1978; Munro, 1982). Symptoms in case 
6 clearly reflected the process of identification with 
the mother. In cases 5 and 6 disturbed and tragic 
family backgrounds seem to have played a role in 
the precipitation of depression and low self-esteem. 


Conclusion 


t 


The relationship of ORS and MHP to other 
psychiatric conditions with similar presentations and 
symptoms is not always easy to define. On the one 
hand the condition may be a neurotic dysmorpho- 
- phobia, on the other the diagnoses of depression, 
schizophrenia, or organic conditions have to be 
considered. In most cases presented in the literature 
and in our study depressive symptoms were present 
either at the onset of the illness or during its course. 
A combination of antidepressant and tranquilliser 
therapies could alter the perception of symptoms. 
Unfortunately many physicians, especially ENT 
specialists, are unaware of this condition and many 
patients were over-investigated and even surgically 
, treated to no avail before their final referral for 
- psychiatric assessment. 
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Personality Disorder and Psychiatric Illness in General Practice 


PATRICIA R. CASEY and PETER TYRER 


In a one-year prevalence study of conspicuous psychiatric morbidity in two group general 
practices, one urban and the other rural, personality disorder was diagnosed in 5.3% by the 
GP and In 5.6% by the psychiatrist, but this Increased to 28% when personality disorder 
was assessed using a structured interview. The prevalence of personality disorder was higher 
In the urban practice than in the rural one but there was no consistent association between 
personality disorder and mental state disorder, with the exception of alcohol abuse and 
dependence. The high rate of personality disorder found using the interview schedule is likely 
to be a true finding, and failure to recognise this hidden morbidity Is important in both general 


and psychiatric practice. 


Despite the sizeable literature on various aspects of 
psychiatric disorder in general practice, few of these 
studies have investigated personality disorder. Those 
that have have done so on the basis of clinical 
assessment, and generally have regarded illness and 
personality as mutually exclusive (Cooper, 1965; 
Shepherd et al, 1966). Shepherd ef al found that 5% 
of patients with psychiatric morbidity had personality 
disorder, and Cooper assessed 8% of chronic 
psychiatric patients as having disorders of persona- 
lity. Studies assessing illness and personality 
separately are sparse; Kessel (1960) found that 5% 
of patients in a single general practice had abnormal 
personalities independent of illness, and Hoeper et 
al (1979) found that 2.7% of primary care attenders 
met Research Diagnostic Criteria for labile persona- 
lity and 2% for cyclothymic personality. 

The role of personality in psychiatric illness is 
likely to be of no less importance in general practice 
than in hospital populations, where personality 
affects symptom patterns (Snaith et al, 1971; Paykel 
et al, 1976), outcome (Vaillant, 1964; Sims, 1975), 
response to treatment (Hobson, 1953; Tyrer et al, 
1983), and, in the opinion of some, plays an 
aetiological role (Goldstein & Linden, 1969; Cutting, 
1985). The sparsity of good data on the personality 
status of patients ipn primary care reflects difficulties 
in recording valid and reliable information, the 
failure to recognise personality as a separate axis of 
classification from illness, and the hospital-orientated 
bias of previous work. The development of measures 
of personality which do not confound traits and 
current symptoms has overcome the first of these 
obstacles, and since the introduction of DSM-III 
(American Psychiatric Association, 1980), there has 
been increased interest in recording personality 
status independently from mental illness. As part 
of a comprehensive assessment of patients with 


conspicuous psychiatric morbidity in primary care 
we therefore included full personality assessment. 


Method 


The study was carried out between 1981 and 1983. All 
patients over the age of 15 (with the exception of those with 
organic psychoses, mainly senile dementia) who presented 
to the general practitioner (GP) and were recognised as 
having a primary psychiatric abnormality (conspicuous 
psychiatric morbidity) were referred to PRC for a full 
psychiatric assessment. The first year of the study was 
carried out at an inner-city general practice in Nottingham, 
with a registered population of 5328, and the second 1n a 
rural practice 20 miles away, with a population of 5395. 
This was to allow a comparison to be made between the 
annual prevalence rates for conspicuous psychiatric morbi- 
dity in urban and rural practices. Full details of the 
methodology for the urban part of the study have already 
been published (Casey et al, 1984) and the same general 
methodology was used in the rural practice. 

Formal psychiatric diagnosis was assessed using the ninth 
edition of the Present State Examination (PSE; Wing ef 
al, 1974). The GP was also asked to make an independent 
diagnosis (based on the current classification at that time, 
ICD-9; World Health Organization, 1978). The assessor 
(PRC) also made an independent clinical diagnosis using 
the ICD-9 notation. Present and past alcohol abuse and 
dependence was assessed using the Michigan Alcoholism 
Screening Test (MAST; Selzer, 1971). 

Personality was assessed using the Personality Assessment 
Schedule (PAS; Tyrer & Alexander, 1979). The PAS isa 
structured interview which has satisfactory inter-rater and 
cross-national reliability (Tyrer et al, 1979, 1984). The 
schedule consists of 24 personality characteristics, each of 
which is rated on a nine-point scale depending on the degree 
of social dysfunction caused by the characteristic m 
question. Strenuous attempts are made to record habitual 
pre-morbid personality function to avoid the contaminating 
effects of mental illness. This is particularly important in 
major psychiatric disorders because of loss of judgement 
and insight. The PAS has both subject and informant 
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versions, and the latter is preferred. However, in studies 
in which there is little or no mental state disorder assessment 
of the subject alone is acceptable. 

The PAS classifies patients into five mejor categories 
(normal, sociopathic, passive-dependent, schizoid, and 
anankastic personality disorders) using a computer program 
based on cluster analysis (Tyrer & Alexander, 1979). Nine 
further subcategories have been identified using the same 
clustering technique (Tyrer et al, 1988). As many of these 
are close to the categories described in ICD-9, the 
terminology of the latter was used to facilitate comparison 
with clinical diagnoses. 

A separate assessment of social functioning was carried 
out using the Social Functioning Schedule (SFS; Remington 
& Tyrer, 1979), a semistructured interview in which each 
of the major areas of social function was assessed for the 
previous month and scored on analogue scales, and a mean 
social functioning score calculated. 

Patients eligible for the study were first given an ICD-9 
diagnosis by the GP. The patient was then seen, usually 
at home, within a week of referral, and assessments were 
carried out in the following order: SFS, MAST, PSE, PAS. 
PRC was unaware of the GP’s diagnosis until the interviews 
and assessments were completed. In addition to the research 
diagnosis, a clinical diagnosis based on ICD-9 was made 
by PRC, the latter by collating all the information available 
from medical records, previous history, and current 
symptoms. 


Results 


Clinical diagnoses 


Of 358 patients (127 male) interviewed, the GP and 
psychiatric assessor (PRC) clinically diagnased | in 20 as 
having a personality disorder (Table I). Because the numbers 
were relatively small, all types of personality disorder 
were examined together. However, although the overall 
diagnostic rates were similar, in only one in three cases 
(34.5%) did both assessors agree on the presence of 
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personality disorder. Only the diagnosis of adjustment 
reactions showed lower agreement, and this compared with 
a level of agreement between the GP and psychiatrist of 
60% for all diagnoses ‘combined, and of 73% for 
schizophrenia and 78% for alcohol abuse. Examination of 
the poor agreement for the clinical diagnosis of personality 
disorder showed that most of the cases (52%) in which 
personality disorder was diagnosed by one assessor and not 
by the other had a diagnosis of anxiety or depressive 
neurosis. 


Formal personality assessment 


Of the 358 patients,.34 were interviewed using the subject 
version of the PAS alone, 304 also using an informant, and 
6 using an informant only; 14 subjects were not assessed. 

Of all patients in the sample, 69% had normal 
personalities; of those assessed, 28% had a personality 
disorder (Table II). Significantly more of those in the urban 
practice than in the rural one had personality disorder 
(2 — 8.9, d.f. 1, P« 0.01). Explosive-personality disorder 
was the most common overall and particularly in the urban ` 
group, while anankastic personality disorder predominated 
in the rural practice. There were no significant sex 
differences for all personality disorders combined (male 
32.3%, female 23. 8%), but explosive personality disorder 
was more common in men (male 16.5%, female 6.9%), 
xX = 4.56, d.f. 1, P<0.05). 


Relationship between personality status 
and mental state diagnosis 


The 28% of patients categorised as having a personality 
disorder using the PAS were distributed roughly equally 
across all diagnoses. Only alcohol abuse and dependence 
was associated more commonly with a diagnosis of 
personality disorder than other diagnoses (x7= 42, d.f. 1, 
P«0.001). The GP and interviewer made a clinical 
diagnosis of alcohol abuse in 6.1% and 5.6% of those seen, 
respectively. Using MAST this rose to 11.5%. The. 


TABLE I 
Interviewer and GP diagnosis of total sample and of personality disordered subsample 


ICD-9 diagnosis Total sample Personality disorder present! 
Interviewer GP Interviewer GP 

. 5 n 9$ n % n $$ n 
a LLLA 
Normal?/adjustment reaction 25 89 9 32 16 15 4 4 
Neurotic depression s ! 29 103 33 118 19 ' 18 18 17 
Affective psychosis 9 32 17 60 1 1 12 11 
Schizophrenia? 8 28 10 36 9 9 9 9 
Anxlety/phobic neurosis 10 36 15 53 15 14 20 19 
Personality disorder 6 21 5 17 14 13 12 12 
Alcohol abuse 6 21 6 21 16 16. 16 16 
Other/not assessed 8 28 6 21 10 10 9 8 
Total 100 358 100 358 100 96 100 96 


1. As assessed by the PAS. 





2. This was used only by the interviewer (GP diagnoss of disorder was a condition of entry to the study). 


3. [Includes paranoid psychosis. 
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' TABLE II 
Formal personality assessment of total sample and of various subsamples (%) : 
ee 





Type . Total Alcohol Male Female Urban Rural 
abusers! 
(n=358) (n=41) (n — 127) (n — 231) (n — 171) (n = 187) 
Normal 69 27 62 73 61 76 
Schizoid 4 5 5 3 4 4 
Explosive/sociopathic 11 51 17 7 18 4 
Anankastic 6 7 6 5 5 6 
Hysterical 1 2 2 1 2 1 
Asthenic Eo 4 2 2 5 4 4 
Other 2 0 0 3 2 2 
Not assessed 4 5 6 3 5 4 


TBO 


1. Diagnosed by MAST. , 


personality assessment of this group can be seen in Table II. 
A significant association was found between alcoho] abuse 

_and explosive personality (x? — 22.2, d.f. 1, P<0.0001). 

- Examination of the relationship between personality and 
severity of illness was examined by using the Index of 
Definition (ID) in the CATBGO program of the PSE. An ID 
of 5 or greater signifies *caseness'. Personality disorder was 
not found to be more common in ‘cases’ compared with 
‘non-cases’ (x1 = 2.6, d.f. 1, NS). There was no significant 
association between personality disorder and any single 
CATEGO class. ' 


Personality’ disorder and social functioning 


Although it was expected that patients with personality 
disorder would have poorer social functioning than those 


with normal personality it was also suspected that other. 


factors, including sex, alcohol abuse, and nature and 
severity of mental state diagnoses, could also impair social 
functioning. This was therefore examined by a five-way 
analysis of variance in which the influence of personality 
„disorder in contributing to the variance in mean social 


TABLE III f 
Areas of functioning effected by ‘caseness’ or by personality 
disorder 





Areas affected by 
'caseness* 


(P« 0.01) 


Areas affected by 
personality disorder 
(P « 0.01) 





Employment - stress/ Household chores — stress/ 
behaviour behaviour 

Household chores - stress/ Money - behaviour 
behaviour 


j Relationship with children 
Household relationships 


Social contacts 
Spare-time activities — 
stress/behaviour 


LL ——————M—————————————————— 


function score was assessed separately for each sex. 
Personality disorder (F 7.7, d.f. 1, P«: 0.06) and severity 
of psychiatric disorder (ID) (F— 29.9, d.f. 2, P<0.0001) 
made significant contributions in men, and alcohol abuse 
(F=9.1, d.f. 1, P<0.003) and severity of illness (ID) 
(F=71.2, d.f. 2, P«0.0001) in women. Subsequent two- 
way interactions between the independent variables were 
also examined, but there were no significant interactions 
for either sex. 

There were no significant differences between the mean 
social function scores of individual personality disorders. 
Because personality disorder might affect social functioning 
in different areas than mental state disorder, a separate 
analysis was made of the scores for the 12 different areas 
of social functioning covered by the SFS. Since many 
patients were both CATEGO ‘cases’ and had a personality 
disorder, it was decided to separate two groups from the 
patients examined. These were separately examined for each 
of the 12 areas of social function. Because many comparisons 
were made only those that reached significance at the 1% 
level are shown (Table III). Thus, from the original sample 
all those who were CATEGO ‘cases’ were excluded, and the 
remaining cohort divided into those with or without 
personality disorder. 

Also from the original sample, those who had a 
personality disorder were excluded and the remaining cohort 
divided into those who were classified as cases in the 
CATEGO system and those who were not. Comparisons 
were made between the two groups as above (Table III). 
The results of these analyses, taken together, show that 
mental state disorder causes greater impairment in social 
function than personality disorder in the period covered 
by the assessment (one month). 


Discussion 


The major finding of this study was that personality 
disorder was much more common in patients with 
conspicuous psychiatric morbidity in general practice 
than was expected on the basis of previous studies. 
Taken together, these studies show that approximately 
1 in 12 patients had a diagnosis of personality 
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disorder (Kessel, 1960; Cooper 1965; Shzpherd ef al, 
1966). The variation between these figures and 
epidemiological findings is considerable. One would 
expect that the prevalence of personality disorder in 
the community would be considerably lower than 
that in primary care, but figures vary from 3% to 
15% in such studies (Srole et al, 1962; Leighton et al, 
1963; Weissman ef al, 1978; Robins et al, 1984). 
These findings suggest that there is no common 
threshold for defining personality disorder and that 
there are major variations in deciding whether 
personality disturbance is a primary concition or not. 
These differences probably account for -he low level 
of agreement between the GP and the psychiatric 
assessor with respect to personality diagnosis in this 
study. This is in keeping with previcus findings 
(Kendell, 1973; Presly & Walton, 1973), and suggests 
that the present clinical assessment of personality 
disorder is inadequate. Our findings suggest that in 
the presence of long-standing neurotic disturbance 
the differentiation between personality and neurotic 
disorder is extremely difficult, and the GP and 
psychiatrist have different perspectives of this. 

When the PAS was used to assess personality 28% 
of all patients received a diagnosis of personality 
disorder. It first needs to be established whether this 
is a true finding. The threshold between normal 
personality and personality disorder is made in the 
PAS by a computer program, and it cou d be argued 
that the level of discrimination is not necessarily the 
level for diagnosis. However, there are several 
reasons for believing that the high figure found in 
our study is a true finding, and that th» others are 
underestimates. Firstly, there was significantly 
greater social dysfunction in patients diaznosed with 
personality disorder compared with those with 
normal personalities, and the robustness of this 
finding was independent of mental state; -his suggests 
that this threshold decided in the PAS is clinically 
useful. 

Secondly, the findings of a greater proportion of 
personality disorders in the inner-cKy practice 
compared with the rural one and the relative excess 
of anankastic personality disorder in the rural 
practice are in keeping with the results of other 
investigators (Leighton ef al, 1963; Kelleher, 1972). 
Thus the diagnosis of personality disorder by the 
PAS appears to be roughly similar to those of other 
investigators using different approaches. The main 
difference between this study and those pf others in 
primary care is that all patients had a formal 
assessment for personality disorder. In other investi- 
gations the diagnosis of ‘personality disorder’ is listed 
together with other mental state disorders, and no 
allowances are made for their co-occurrence. This 
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represents the long-standing clinical attitude towards 
personality disorder and mental illness, in which a 
patient is presumed to have either a mental illness 
or a personality disorder; our findings suggest that 
when al/ patients are assessed on the personality 
dimension, the prevalence of personality disorder is 
higher, and may be as high as 13% in the general 
community (Casey & Tyrer, 1986). 

Lastly, the long-term outcome of the patients 
described in this study has been examined by an 
investigator who was unaware of the original 
diagnoses (Tyrer & Sievewright, 1988). This showed 
the patients diagnosed originally as having persona- 
lity disorder had significantly more contacts with all 
levels of the psychiatric services and showed greater 
morbidity than those without personality disorder 
in the three years following initial contact. This 
finding is in keeping with the clinical notion that 
personality disorder leads to recurrent problems and 
generally has a poor outcome. 

Further prospective studies are needed to confirm 
our finding of a link between pre-morbid explosive 
personality disorder and alcohol abuse because of 
continuing dispute over which of these is primary 
(Syme, 1957; McCord & McCord, 1960; Kessel & 
Walton, 1969). 

The findings with respect to social functioning 
confirm that personality disorder is only one of many 
factors that affect social adjustment. In the short 
term it is not surprising that mental state disorders 
have a greater impact on social function than 
personality disorder, which by definition is of long- 
standing and to which a degree of adaptation may 
have been made. Taken as a whole, the findings 
confirm that psychiatric patients seen in general 
practice have a significant degree of pathology, and 
that more attention should be given to personality ^ 
assessment than has hitherto been the case. GP's 
should assess formally both mental state and persona- 
lity, and pass on this information when referring 
patients to psychiatrists. After all, the GPs are 
in a special position to judge the presence of 
long-standing personality abnormality because they 
generally see patients over several years. It would 
be of benefit to all if this information could be 
conveyed concisely and precisely as a personality 
assessment. 
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Comment 


Attachment and Morality: 
Developmental Themes with Different Values 


SULA WOLFF 


The stage theories of personality development, 
such as those of Piaget, Freud, and Erikson, 
are not currently popular, in part because of 
misunderstandings about the supposed restrictions 
of timing and of confines of developmental stages. 
But the stage theorists did draw attention to 
newly appearing, qualitatively different cognitive, 
emotional, and behavioural systems of interaction, 
which come into being sequentially as children grow 
up. 

So far only the first of such systems, that of 
primary attachments, has been extensively explored. 
Bowlby's (1984) theoretical contribution, to provide 
a biological framework for the observations recorded, 
could with profit also be applied to later, universal 
developmental patterns. The second of these is likely 
to concern the creation of inner standards for 
achievement and morality, and to coincide in the 
timing of its emergence both with learning from 
Observation and with the child's earliest participation 
in family and social groups. A third behavioural 
system may consist of the beginning cf sex role 
behaviour and gender identity; and a fourth of peer- 
group relationships allied to the emergence of socio- 
cultural identifications, and of what Bruner (1972) 
has called **tutor proneness"', perhaps also with the 
origins of stigma. 


The attractions of the theme of attachment 


With cognitive developmental theory as a guide, and 
the methods of ethology as tools, researchers into 
infant sociability have both substantiated and 
corrected psychoanalytic ideas about the earliest 
human relationships (Schaffer, 1971, 1977). One 
feature of cognitive developmental theory is the 
assumption of progressive changes in internal cogni- 
tive structures so that the world is apprehended 
differently at different stages; another is that there 
are biologically determined similarities in the struc- 
tures of all individuals corresponding to similarities 
in their environments, so that universal, biologically 
adaptive, patterns of development can be seen; and 
a third is that development depends on transactional 


processes during which changes occur both in the 
child and the care-giver. 

Bowlby’s powerful writings (1953, 1984) have 
been a stimulus for much fruitful research into the 
nature and vicissitudes of children’s early attach- 
ments, into the varieties of early deprivations, and 
into their differential later effects (see for example 
Rutter, 1981; Hinde & Tamplin, 1983; Main & 
Kaplan, 1987). A second consequence has been the 
initiation of major shifts in child care policy and 
practice. 

While there have been unwarranted over-generalisa- 
tions of Bowlby's thesis, as if the harm done to very 
young children by institutional care applied also to 
day care in the pre-school period (Tizard, 1986) and 
to group care for adolescents (Waterhouse, 1987), 
the practical effects of the work on ‘maternal 
deprivation’ have largely been beneficial. One, 
although a long time in coming, was the introduction 
of parents as daily visitors, often as residents, into 
children’s hospital wards. 

Bowlby’s work and the Robertsons’ films 
(Robertson & Robertson, 1971) vividly demonstrated 
the destructive effect on the developing social 
and linguistic skills of very young children of even 
brief spells of separation from the mother in 
residential group care. Tizard ef al (1972) showed 
that with good resources and a degree of autonomy 
for the child care staff, the intellectual and language 
development of young children in residential care can 
be preserved. Yet, even when such children were 
subsequently placed in stable and affectionate 
families, usually before the age of four, their 
emotional and social development suffered and, as 
Hodges & Tizard (1989) discovered, residual diffi- 
culties, especially in peer relationships, have persisted 
into adolescence. 

It was Row & Lambert’s (1973) study, however, 
entitled Children who Wait, which gave the final 
impetus to radical changes in child care policies. 
Residential nurseries closed; every effort was made 
to place children under four with foster parents 
rather than in children’s homes; and adoption was 
sought for those unlikely to return to their families. 
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But the new child care policies, of the greatest 
benefit to young children, then came to be applied 
also to children of all ages, without adequate 
research backing. By now illegitimacy was less of a 
stigma; more single mothers kept their babies; and 
divorce and remarriage had increased as had the 
numbers of older and often disturbed and delinquent 
children from disharmonious families who needed 
substitute care. Evidence had accumulated that being 
in care was associated with psychiatric disorder in 
childhood and later life (Quinton & Rutter, 1988), 
and that the residential treatments then available for 
delinquents did not reduce recidivism (Rutter & 
Giller, 1983). This appears to have been the basis 
for the policy of keeping as many youngsters as 
possible at home or integrating them into new 
families. Yet the apparent effect of institutional care 
had been shown by Wolkind & Rutter (1973) to be 
intimately linked to chronic family discord and 
- hostility rather than to the experience of being in 
care; fostering often breaks down; and many young 
people with strong ties to their parents, however 
disturbed these may be, do not want to join other 
people’s families. 

It is unclear whether the generalisations of 
Bowlby’s attachment theory to day care and the care 
of adolescents was due to a romantic idealisation of 
the family, especially the mother, or whether more 
cynical explanations are called for. Nursery schools 
are costly, and community care for older children, 
in foster or adoptive homes, or with their own 
disturbed parents, is certainly cheaper than good 
residential care. Good pre-school provisions in fact 
can have long-term beneficial effects, especially on 
socio-economically deprived children (Berrueta- 
Clement et al, 1984; Osborn & Milbank, 1985). On 
the other hand, the possible benefits of really good 
residential care and education for adolescents from 
grossly disturbed families remain unexplored. To 
suggest that children of all ages do best in family care 
is not likely to be correct. 

The nature and correlates of the system of 
primary attachments between children and parent 
figures have been well charted, not only for children 
in general but also for children with specific 
handicaps or abnormal life circumstances. We know 
the likely outcomes well into adult life for children 
brought up under different conditions during their 
earliest years: the psychopathology of the child’s first 
human relationship has been extensively explored. 
Moreover, the research findings in this area are 
universally acclaimed and acted upon, largely as a 
result of Bowlby’s writings. Unifying ideas, like 
‘attachment theory’ and ‘maternal deprivation’, 
have great appeal. What is under-emphasised, 
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to the detriment of our approach for example 
to antisocial conduct, is that attachment is not 
all. 


The development of morality 


Judy Dunn (Dunn & Kendrick, 1982; Dunn & 
Munn, 1985), in her study of siblings and parents, 
has contributed greatly to clarify the psycho- 
pathology of early group relationships within the 
family, but the development of inner standards 
for achievement and morality has so far been 
described only for children in general, and that 
in only a limited way. Psychoanalytic theories about 
the development of shame and guilt, and psycho- 
analytic postulates, such as the superego, have 
not as yet been either supported or corrected by 
conclusive observational studies. 

The main contributions to our understanding of 
the emergence of morality in young children have 
come from the work of Kagan (1981), Hoffman 
(1984), and Turiel (1983). 

Kagan (1981) observed American children at 
monthly intervals in standard experimental settings 
during their second year. In one experiment the child 
was presented with three types of objects: ten small 
unflawed toys, ten flawed toys, and two unflawed 
meaningless objects. No 14-month-old behaved in 
any special way towards the flawed toys, but 57% 
of 19-month-olds showed unambiguous signs of 
concern at one or more of these, and the proportion 
increased with age. In another experiment, the child 
was asked to watch an adult engage in difficult 
play with toys. All 13-14-month-olds were either 
bored or watched calmly, but at 15 months, and 
increasingly as the second birthday approached, 
children began to fret, protest, wish to leave the room 
or, clinging to mother, say ‘‘it’s mummy's turn to 
play". Clearly these older children felt obliged to 
copy what the adult did and, realising they could not 
do it, became distressed. This change just preceded 
the beginning of evaluative language. Between 19 and 
26 months the first references to ‘broken’, ‘dirty’, 
*can't', *hard do', were heard, and by 20 months 
most children used words like ‘bad’, ‘good’, ‘dirty’ 
and *nice'. 

The experiments were repeated with Fijian children, 
with similar results, suggesting that the acquisition 
of inner standards and its timing are not culture 
bound but expressions of maturational change. 

Kagan concluded that between 18 months and 2 
years children behave as if they are acquiring a new 
set of functions centred on their sensitivity to adult 
standards and their ability to meet them, as well as 
an awareness of their own effectiveness, that is of 
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what they can and cannot do. The standards now 
acquired relate to cleanliness, integrity of property, 
harm to others, and toileting. Kagan saw these 
standards as biologically useful, helping the child, 
for example, to inhibit his aggressive impulses 
towards a younger sibling. Sadly, these studies have 
not been pursued further. 

Hoffman (1984) analysed the development of 
empathy in young children, believing this to be a 
prerequisite for pro-social behaviour. In their first 
year, children respond to distress in others as if it 
were happening to themselves, but in the second, 
when children already have a sense of others as 
separate from themselves, they are capable of 
sympathy, that is of offering comfort to others. 
Often such actions are still inappropriate, suggesting 
that the child perceives the emotions of others as if 
they were his or her own. When another toddler 
cries, the child appeals to its own mother to comfort 
the other, even when the distressed child's mother 
is there. By the third year, role taking occurs in play, 
and children are now capable of realising that other 
people's feelings can differ from their own. In the 
fourth year, empathic distress results in offering 
appropriate help. 

In middle childhood yet further changes in 
empathy are seen. Children now empathise more with 
those who are like themselves, offering less help to 
*outsiders'. Also, when the distress of the other is 
overwhelming they tend to withdraw. In addition 
children now concern themselves with the long- 
lasting distress of other people even if unknown, and 
with distressed groups of people far away, such as 
the Ethiopian famine victims, or the victims of war. 

Hoffman believes that empathy forms the basis 
for morality, and that morality consists of a feeling 
of obligation to foster not only one's cwn but the 
welfare of others. This basic inner dictum, rather 
than actions for reward or to avoid punishment, 
determines true morality. 

It has recently: been found that from as early as 
the fourth year children can distinguish between 
morality and convention. Conventions have been 
defined as behavioural uniformities which serve to 
harmonise social interactions and form part of, and 
are themselves determined by, the social system. For 
example, it is a convention in most schools and 
nursery classes to call the teacher by her second, not 
her first name. In themselves such acts are arbitrary 
and could be altered by consensus. In his systematic 
questioning of children of different ages, Turiel 
(1983) asked '*would it have been wrong to call the 
teacher by her first name if there were no school rule 
about that?” Even very young children thought not. 
Morality, in contrast, concerns prescriptive judge- 
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ments of justice, rights, and welfare, about how 
people should behave to each other irrespective of 
the social context. Such judgements are thought to 
emerge directly from social interactions, including 
harm done to others and violation of their rights. 

Turiel cites the example of a child entering a 
playground and finding all the swings occupied. She 
proceeds to push another child off his swing and 
takes his place. The children Turiel questioned all 
thought this was wrong, even if there was no rule 
about such behaviour, ‘‘because he would get hurt 
and start to cry". When children were asked whether 
the rules governing certain forms of behaviour could 
be changed if everyone agreed, the majority of 
children thought this could be done for rules of 
games and social conventions, but most children 
thought the rule that says stealing is wrong could not 
be changed, nor the rule that forbids hurting other 
people. Younger children on the whole regarded rules 
as more fixed, and older children had a better grasp 
of their underlying purposes, but all children from 
about four years onwards distinguished between rules 
of morality and rules of convention. 

Even at this stage of life moral development, as 
also the development of the child's earliest attach- 
ments, involves both emotions and cognition. Indeed, 
recent work has focused on this very area. Studies 
of young school children suggest that they can 
correctly identify the likely emotions of initiators, 
recipients, and observers of a variety of socio-moral 
events, and that between four and eight years there 
are changes in the emotional attributions and moral 
judgements of children in relation to wrong-doers 
(Arsenio, 1988; Nunner-Winkler & Sodian, 1988). 
What has been relatively little explored is the 
framework of family interactions within which pre- 
school children's maturing capacities for such. 
evaluations and for pro-social behaviour are 
fostered. 

As in the case of attachment behaviour, the 
emergence of morality and pro-social behaviour is 
likely to be accompanied by quite specific inter- 
actions between child, adult care-giver, and others. 
Dunn & Munn (1985) made a start in exploring these 
relationships, and Schaffer (1977) has observed what 
may be a prelude to such interactions: how mothers 
make their earliest requests for compliance in the first 
year of the child's life. 

In a study of family relationships, involving 
children of a rather wide age range (Vuchinich et al, 
1988), the reactions of third parties in dyadic family 
conflict at mealtimes were observed. It was found that ~ 
girls are more likely than boys to interfere as third 
parties in all except conflicts between the parents; 
that fathers as third parties tend to use authoritarian 
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and mothers mediation tactics; and that mothers and 
fathers rarely side against each other when inter- 
vening as third parties. Whether similar patterns 
would be found in families with aggressive and 
antisocial children remains unknown. It needs to be 
stressed also that all studies of socialisation and of 
antisocial conduct in childhood have discovered 
differences in the way mothers and fathers treat boys 
and girls, and in the way the children in turn respond. 
But what precise aspects of parental behaviour 
interact with the child's emerging awareness, in the 
second and third years of life, of right and wrong, 
of duty and, later, guilt, we do not know. Nor do 
we have a theory, as we do thanks to John Bowlby 
in relation to attachment, about the biological 
significance and the teleological aims of morality and 
pro-social behaviour. Analogies with similar patterns 
of behaviour in animal species have not been drawn. 
Most important, from a clinical point of view, we 
. know little about the psychopathology of the 
beginnings of moral conduct. 

It can be no coincidence that a sense of how one 
should behave and of how things ought to be, as well 
as notions of morality, begin at the same time as the 
capacity for social learning or role modelling, and 
contemporaneously with a dramatic expansion of 
children's social life to include triadic relationships 
within the family and the nursery or play setting; and 
that the capacity for empathy, so important in all 
social relationships beyond infancy in which the 
subject has an autonomous role in relation to others, 
is now also thought to be crucial for moral 
development. Both sociability and empathy are 
impaired in people with a specific type of personality 
problem - the schizoids and schizotypals - and this 
may help to explain the particular nature of the 
antisocial conduct some of them display in later life 
(Wolff & Cull, 1986). 


The relationship between 
morality and antisocial conduct 


Antisocial behaviour is the most worrying child 
psychiatric disorder because of the strong links to 
the adult sociopathies (Robins, 1966). Most conduct 
disordered children know that what they do is wrong, 
and wish they could desist. Only a few, lacking a 
sense of wrong doing, find their antisocial actions 
acceptable. The puzzle is how it comes about that 
for the majority of conduct disordered children 
moral behaviour does not follow moral knowledge. 

We know a great deal about the determinants of 
antisocial conduct (West & Farrington, 1973, 1977), 
but most studies both of the constitutional and 
family factors, and of course also the studies 
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concerning schools and the wider environment, have 
involved children in or beyond middle childhood 
(Wolff, 1989), even when, as Patterson's (1986) 
studies have done, they have focused on family 
processes and not merely on antecedents and conse- 
quences. We know very little about the long-term 
effects of what goes on between parents and children 
in relation to social training in their second and third 
years of life. 

Maternal depression as well as having been in care 
as a child are known to affect mothers' disciplinary 
interactions with their toddlers (Pound et al, 1985; 
Dowdney et al, 1985), but the long-term effects have 
not yet been charted. Patterson's very early study 
(Patterson et al, 1967) showed that even middle-class 
boys, in a nursery setting without active adult 
intervention, learn to become more and more 
aggressive to each other. Only the most motor- 
inactive and least socially interactive children escaped 
this development. Magnusson's (1988) long-term 
follow-up of Swedish children found hyperactivity 
together with aggression to be very highly correlated 
with conduct disorder in both adolescence and adult 
life. 

Of course, childhood conduct disorders and adult 
sociopathy have very many determinants acting over 
time. In Magnusson's study, for example, early 
puberty in girls, when accompanied by associating 
with older peers, led to an excess of antisocial 
conduct during adolescence, and a slight excess even 
in adult life. However, by no means all children 
exposed to such major or minor risk factors in later 
life become disturbed, and the possibility exists that 
those who do may have been exposed to even earlier 
predisposing factors, such as poor early socialisation 
within the family during the second and third years, 
and the consequent development of propensities for 
aggression and oppositional conduct, associated with 
inadequately developed inner standards. 

It may well be that the later effects of the 
circumstances in which children experience their 
initial socialisation are less stable in the long term 
even than the effects of differences in how the earliest 
attachments are made. Yet Dunn (1984) suggests that 
the quality of early sibling relationships has consider- 
able stability over time. There is also at least one rare 
pathological development which probably originates 
somewhere around the third year of life, is associated 
with an inability to put moral knowledge into 
practice, and runs a most fixedly repetitive course: 
that of the sexual perversions. 

Anterospective continuities of the more common 
forms of antisocial conduct are likely, as Rutter 
(1988) suggests, to depend on a large variety of 
interacting factors both within the child and his or 
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her environment. Nevertheless, a child's actual 
' behaviour is a powerful determinant of outcome 
(Robins, 1978), in part because it affects the 
responses of others towards the child. The way 
parents prepare a toddler to meet the Gemands for 
pro-social behaviour in nursery or play groups is 
likely to be important. It is known that even time- 
limited, pre-school intervention programmes for 
socio-economically deprived children can have long- 
term beneficial effects: not on intelligence, but on 
educational progress and, what may be even more 
important, on preventing delinquency at adolescence 
(Berrueta-Clement et al, 1984): The oppcrtunities for 
prophylactic intervention in the case of children at 
risk of antisocial development have as yet been 
incompletely explored. 


Conclusion 


It is time to look beyond attachment theory and 
the vicissitudes of early: attachment experiences 
for explanations of the roots of later pathology, 
especially of the sociopathies. Other biologically 
determined behavioural systems appearing in early 
childhood require active exploration. Tbe childhood 
origins of conscience and moral conduct may be as 
important for later life as the origins of affectional 
relationships; and the precise roles of mothers, 
fathers and nursery teachers in promoting these 
vital social accomplishments 'in children with 
different temperamental styles merit much closer 
attention. 
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Point of View 


The Social Context of Vocational Rehabilitation 
for Ex-psychiatric Patients 


GERALD MIDGLEY 


The main task of vocational rehabilitation facilities 
is to help people to return to work or, if they have 
never worked, to find a job for the first time. In the 
past seven years controversy has surfaced with regard 
to the role vocational rehabilitation plays in the 
economy. Some authors have claimed that it implicitly 
supports an ideology of individualism which actually 
acts against the interests of people with mental health 
problems looking for work. While accepting the need 
to offer a work adjustment service, these writers 
make a case for further socio-political intervention 
to help clients. The purpose of this article is to 
explore some of these ideas and examine their 
practical implications. 


The labour market 


Clearly, vocational rehabilitation does not exist in 
isolation. As its function is to help pzople obtain 
work, it must interact with the labour market. The 
labour market, as defined by Vandergoot & Worrall 
(1982), ‘‘is the sum of transactions between those 
who supply labour and those who purchase it”. 
Vandergoot and Worrall point out that employers 
want the most productive applicant, productivity 
being company-specific. They therefore maintain 
that vocational rehabilitation should increase the 
productivity of the individual, improve job-seeking 
skills, provide information about both careers and 
the labour market, and also foster motivation. This 
understanding of vocational rehabilitation is 
supported by Sturm & Lipton (1970), who state that 
“the relative employability of a former patient is a 
function of the amount of money he could make for 
his employer over the amount lost through disruption 
by his symptomatology (or personality)". Others 
taking this line include Linde (1966), who says that 
individuals must be ‘‘groomed”’ to fit the labour 
market, and Whitehead (1979), who cleims that the 
only alternative to ‘‘cost effective" vocational 
rehabilitation is total welfare. All these writers, as 
noted by both Roth & Sugarman (1984) and Stubbins 
& Albee (1984), assume the labour market to be an 
unalterable ‘‘given of an immutable social system". 
Thus, for people who think along these lines, 


rehabilitation can only focus upon changing the 
individual. Intervention on a social level is either 
frowned upon altogether or, at best, is accepted as 
being the responsibility of people outside the world 
of rehabilitation. 

However, is this such a bad thing? In the past, very 
few people questioned the ideological basis of 
vocational rehabilitation, but recently the rise in 
unemployment seen in all Western countries, and a 
greater recognition of the discrimination people with - 
mental health problems face, have made some think 
again. The issue of unemployment in particular is 
of crucial significance to the role of vocational 
rehabilitation facilities in capitalist economies. 


Unemployment 


Numerous researchers have talked about the problems 
of people with disabilities (including those with 
mental health problems) competing for jobs when 
unemployment is high (e.g. Kidd, 1965; Gunn, 1974; 
Braunstein, 1977; Goldberg, 1984; Stubbins, 1984). 
Indeed, only one writer has suggested that unemploy- 
ment poses no threat (Davies, 1972), but he made the 
assumption that the number of people unemployed in 
the UK at that time (half a million) was abnormally 
high-he did not anticipate the huge rise in. 
unemployment that occurred during the 1980s. 
Rusalem & Maliken (1976) and Olshansky (1977) have 
actually questioned the value of offering vocational 
rehabilitation at all under these circumstances. 
Croxen & Finkelstein (1984) put forward an 
interesting and controversial theory regarding the 
role of rehabilitation during times of high unemploy- 
ment. They claim that in practice vocational 
rehabilitation serves the wider political system by 
apparently doing something about unemployment 
rather than actually doing anything. They believe 
that the assumption that people will eventually find 
work is unfounded - large-scale unemployment is here 
to stay. This is obviously a contentious assertion; 
many politicians on both the left and the right believe - 
that unemployment can be countered through invest- 
ment and continued (or selective and sustainable) 
economic growth. Whether Croxon & Finkelstein 


272 


VOCATIONAL REHABILITATION FOR EX-PATIENTS 


are right or wrong in their predictions for the future 
of employment, they make an important point; 
unemployment currently is high and, by concen- 

-trating on getting people with disabilities a fairer 
proportion of a dwindling number of jobs, rehabilita- 
tion professionals are colluding with a system which 
allows the situation to arise in the first place. Like 
many of the other writers published in the mid 1980s, 
Croxen & Finkelstein conclude that rehabilitation 
professionals must campaign for change on the socio- 
political level as well as continuing to try to change 
individuals. At present this is happening only on a 
piecemeal basis. 


Discrimination 


The issue of unemployment among ex-psychiatric 
patients leads to the question of discrimination by 

_ employers. Before we consider the effect discrimina- 
‘ tion has on people with mental health problems, it 
will be necessary to deal with the arguments of a 
group of writers (Olshansky and his co-workers) who 
have claimed that discrimination does not actually 
exist. While the reports of Olshansky ef a/ (1958) and 
Olshansky (1959) agree that employers demonstrate 
prejudice, Olshansky et al (1960) claimed that this 
is not actually translated into active discrimination. 
There is a body of opinion supporting this view 
(Lipton et al, 1963; Cole et al, 1964; Olshansky & 
Unterberger, 1965). Despite the fact that all these 
authors present evidence demonstrating that 
employers hire far fewer ex-patients in practice than 
they say they will when discussing it in the abstract, 
they believe that those who fail to get jobs are 
essentially unemployable. In backing up this 
argument they point to the fact that ‘previous 
^ employment record’ is widely recognised to be the 
most significant variable in determining whether ex- 
patients find work (Olshansky et al, 1958, 1960; 
Unterberger, 1959; Lipton et al, 1963; Monck, 1963; 
Ritchie, 1963; Husni-Palacios et al, 1966; Sturm & 
Lipton, 1967; Heilman, 1968; Parks, 1973; Lorei & 
Gurel, 1973; Gunn, 1974; Anthony & Buell, 1974; 
Watts & Bennett, 1977; Mezquita-Blanco, 1984; 
Marrone et al, 1984). The implication is that those 
individuals who remain unemployed are not being 
discriminated against unfairly but in reality are, and 
were before theinillness, very poor work prospects. 
Not surprisingly there is an equally strong body 

of opinion claiming that discrimination is a genuine 
„problem (Whatley, 1963, 1964; Hartlage, 1965; Hale, 
` 1968; Farina et al, 1971; Farina & Felner, 1973; 
MIND, 1978; Price, 1978; Long & Runck, 1983; 
Wood, 1986). Price (1978) says that discrimination 
takes three forms: firstly, job applicants with a 
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history of mental illness are turned away; secondly, 
existing employees suffer unfair dismissal; and 
thirdly, some employees have their promotions 
blocked. Whatley (1963) showed that employers 
almost always give low-status jobs to ex-patients; in 
his study ex-patients were judged as able to work but 
were seen as less trustworthy than people without a 
psychiatric history. Perhaps the most compelling 
evidence for the existence of discrimination is a body 
of literature detailing controlled experiments where 
some job applicants revealed their psychiatric 
histories while others did not (Whatley, 1963; Farina 
& Felner, 1973). When they are aware that they are 
interviewing an ex-patient, employers are less 
favourably disposed, less friendly, less likely to offer 
a job, and more likely to give a lower estimate of 
employability than when they think they are inter- 
viewing someone with no psychiatric history. 

If we look at when these different authors were 
writing, we notice that those who claimed that 
discrimination merely reflects the number of 
unemployable ex-patients around tended to produce 
their work in times of near full employment. Those 
who recognised that discrimination is real (with the 
exception of Whatley, whose excellent research was 
far ahead of its time) tended to be writing in times 
of higher unemployment. Indeed, research in the 
1980s has taken the existence of discrimination for 
granted, and has concentrated on the often wide 
differences between the employment practices of 
different firms (Long & Runck, 1983; Wood, 1986). 

Clearly, unemployment and discrimination are 
mutually supportive in keeping people with psychiatric 
histories out of work. If discrimination did not exist 
then unemployment would be no more of a problem 
for the majority of people who have had psychiatric 
hospital admissions than it is for the general 
population. Conversely, discrimination would be far 
less destructive if there were fewer applicants than 
jobs. Evidence for the latter assertion has been 
presented by Midgley (1988) and Midgley & Floyd 
(1988), who found that training people with disabi- 
lities in skills that are in demand (various uses of 
information technology) led to them overcoming all 
forms of discrimination (except the stigma of long- 
term unemployment). Given that this dual problem 
of unemployment and discrimination exists, the case 
for further intervention on a socio-political level is 
very strong. The possible counterargument that this 
is not the province of rehabilitation professionals 
does not really hold; if people working with unem- 
ployed ex-patients, and ex-patients themselves, do 
not make it clear that there is a need, then the 
problems will simply go unrecognised by people with 
the power to change the situation. Many people will 
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be aware of the validity of these points, yet 
vocational rehabilitation practice is still very much 
centred on changing the individual, and many 
professionals complain of feeling isolated and 
powerless in the face of the problem. Why is 
this so? 


The ideology of ‘rugged individualism’ 


Rusalem & Maliken (1976) take a historical perspec- 
tive. They point out that in the USA the use of 
vocational rehabilitation expanded suddenly after 
World War I when the economy was booming. In 
1918 it became vital to get as many war veterans back 
into industry as possible, and it was seen to be 
cheaper to provide vocational rehabilitation than 
compensate disabled people for loss of work. 
Goldberg (1984), who also takes a historical perspec- 
tive, talks about how, at that time, vocational 
rehabilitation appealed to those who believed in an 
ideology of ‘rugged individualism’. It supported the 
myth, encouraged by ‘Big Business’, that anybody 
could be a ‘self-made man’ (or woman). The 1920s 
saw an even greater emphasis on self-reliance and 
a decline in the funding of social programmes; 
nevertheless, vocational rehabilitation survived because 
it was based on the idea that people with disabilities 
could achieve independence from the state along with 
everybody else. In 1933 there was a dramatic shift 
in policy in the USA; President Roosevelt introduced 
his ‘New Deal’, and vocational rehabilitetion consoli- 
dated its place in the state machinery. Vocational 
rehabilitation has been popular with people of all 
shades of political opinion in the USA ever since 
(Moriarty, 1977), and Goldberg (1984: claims that 
this is because it has maintained a focus on the 
triumph of the individual. If vocational rehabilitation 
is seen as more than just a way of helping people, 
or indeed of helping society by returning workers to 
productivity, but is also an institution which supports 
8 wider ideology of rugged individualism, then this 
makes sense of the observations made earlier 
regarding the sole focus of most rehabilitation 
professionals on changing the individval to fit the 
needs of employers. Moves to widen the scope of 
‘vocational rehabilitation are the exception rather 
than the rule. This remarkable resistance of facilities, 
and perhaps more importantly of their funding 
authorities, to acknowledge in their practice (as 
opposed to their rhetoric) that the employment 
problems of ex-psychiatric patients (and other people 
with disabilities) have a social dimension, can only 
really be understood if we fully appreciate the 
pervasiveness of the culture of individualism in the 
West, and realise that facilities, historically and 
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financially, are based in, and implicitly promote, this 
culture. 


Some existing examples of social intervention ` 


However, the situation is not a hopeless one. Social 
intervention does exist in some countries, although 
the scale and success of it appears to be determined 
by the extent to which the ideology of individualism 
is accepted or rejected. In general, the more emphasis 
there is on individualism, the smaller the degree of 
successful intervention. 

The UK, for example, has a mandatory quote 
scheme in which all employers with over 20 employees 
must have at least 3% of their workforce comprised 
of disabled people (Manpower Services Commission, 
1981, 1985) - people who have had mental health 
problems can register in the same way as people with 
physical disabilities. The West Germans set their 
quota much higher, at 6%. Interestingly the German + 
system appears to work relatively successfully while 
the British find that their law cannot be effectively 
enforced. Floyd & North (1986), who conducted a 
cross-cultural study of the two systems, point to two 
principal differences between them; in Britain it is 
relatively easy to bypass the quota by ordering 
exemption forms in bulk (whether these forms are 
used legitimately is rarely checked, and so there is 
no real incentive for employers to make sure that they 
attract disabled applicants), while in Germany firms 
that fail to meet the quota are penalised financially. 
Clearly, there is a greater commitment in West 
Germany to the principle of state intervention in the 
labour market to help disabled people. 

The other main area in which Britain intervenes 
is in the provision of sheltered work. The Manpower 
Services Commission (1982) notes that shelter 
work is supposed to offer the chance of eventual 
rehabilitation into open industry, increase industrial 
production, save public expenditure, and provide 
social and psychological benefits to the individual. 
Whitehead (1984), in reviewing these aims, notes that 
on average the provision of sheltered work is more 
expensive than keeping someone unemployed, and 
very few people move on into open industry (for 
example, he mentions that in 1980 to 1981 less than 
1% of Remploy's 8000-strong workforce left to take 
up open employment). Nevertheless, it can be argued 
that the point of sheltered work is primarily to 
provide social and psychological benefits, and that 
this more than justifies its use, especially given the i 
recent productive move from sheltered industrial * 
groups to a sheltered placement scheme, thereby 
encouraging a greater degree of integration. 
However, there are still significant problems with 
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sheltered work. Most notably, Whitehead (1984) 

points out that the classification of disability excludes 
` various groups of people from receiving a service, 
and this affects people with mental health problems 
most acutely. Sheltered work can be offered to 
anybody who ‘‘by reason of the nature or severity 
of their disablement are unlikely either at any time 
or until after the lapse of a prolonged period to be 
able otherwise to obtain employment or to undertake 
work for their own account'' (Section 15 of the 
Disabled Persons Employment Act 1944). While 
people with chronic mental health problems (a 
minority of ex-patients) are covered by this criterion, 
those whose mental health status fluctuates or who 
can only maintain mental health as long as they avoid 
certain precipitative factors are excluded. Sheltered 
placements as currently constituted in the UK are 
useful for some, but there are substantial gaps in 
provision. 

Perhaps the most ‘radical’ ideas are coming from 
the Soviet Union. Melehov et al (1970), for example, 
note that Soviet psychiatric services are arranged in 
a continuum of care, in which people first receive 
medication and industrial therapy, go on to voca- 
tional and other forms of rehabilitation, and finally 
move towards resettlement. Both Melehov et al 
(1970) and Zharikov (1974) point out that there is 
a statutory obligation in the USSR to employ all 
those who wish to return to work and are capable 
of doing so, even if their function is below the usual 
industrial standard. Resettlement may involve psychi- 
atrically supervised employment, but everybody has 
the chance of working in normal, publicly owned 
industry, for normal rates of pay. The assumption 
underlying this system is that the gain for the 
community and the individual from his/her employ- 
. ment should come before the economic considerations 

of the local employer. This way of working sounds 
ideal in theory, but no papers have been published 
in the English language detailing how it works in 
practice. It would be worthwhile exploring the 
possibility of international co-operation in research 
through the various cultural organisations in the 
Eastern and Western continents in order to determine 
the strengths and weaknesses of the Soviet system. 

This idea of the ‘right to work’ has not only been 
expressed in socialist countries, however; there have 
been calls to institute a similar practice within some 
capitalist economies (e.g. Lindqvist, 1980). Even in 
countries like the USA and the UK, where it has been 
considered politically unacceptable for the state to 


— intervene too strongly in the labour market, there 


has been a shift of opinion recently among practi- 
tioners towards a recognition that in times of high 
unemployment and increased discrimination against 
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ex-psychiatric patients, competition for jobs is too 
fierce to rely on changing the individual alone. In 
these countries many of the initiatives have had to 
come from the rehabilitation facilities themselves. 
Some employment-orientated mental health groups 
(such as, for example, the Westminster Association 
for Mental Health) have made changes in rehabilita- 
tion practice by including an employment officer on 
their staff. This person's role is to negotiate job 
opportunities directly with employers. Research 
comparing a mixed disability group looking for work 
using an employment officer with a similar group 
in independent job search has demonstrated that an 
employment placement service can be an extremely 
useful innovation (Midgley, 1988; Midgley & Floyd, 
1988). More research is needed to clarify its value 
to people with mental health problems alone, but 
anecdotal accounts suggest that this is a very 
promising development. 


Strategles for action 


We have seen how a complex system of values 
and institutions surround and influence vocational 
rehabilitation, and a case has been presented for 
further intervention at a socio-political level. It is not 
suggested that resources should be channelled away 
from helping individuals; there will always be people 
in need of work adjustment services. However, if 
practitioners agree with the arguments presented 
here, then there is a need for action. Three positive 
steps can be taken in the short term to facilitate 
change. 

Firstly, practitioners can work through their 
professional organisations and unions in order to 
ensure that these bodies have clear policies on how 
the various political and managerial decision makers 
(government, councils, health authorities, etc.) 
should promote the employment of people with 
mental health problems (and indeed all people with 
disabilities). When such authorities are thinking 
about change, and call on these organisations for 
advice, then a coherent and united view can be 
expressed. There are bound to be differences of 
opinion as to how far change should go (some may, 
for instance, have political objections to a ‘right to 
work’ for people with disabilities). However, if these 
issues (and less controversial ones such as how we 
can improve the quota scheme and access to sheltered 
work) are not discussed and compromises achieved, 
change of any kind will be impossible. 

Secondly, mental health professionals can build 
better communications with existing campaign 
groups. The provision of information is essential for 
these bodies to work effectively. Not only will this 
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ensure that campaigns improve in quality, but 
increased dialogue would help resolve the difficulties 
that arise when practitioners and campaigners them- 
selves come into conflict. 

Thirdly, people can look to developing their own 
rehabilitation practice. It appears to be the case that 
use of an employment officer to help negotiate job 
opportunities for clients can make a real difference 
to the ability of many to find work. The employment 
officer can give information to employers, challenge 
prejudice and discrimination, help with job-search 
skills training, and provide clients with some post- 
placement support. Organisations that have not 
already hired an employment officer could seriously 
consider approaching their funding bodies for the 
money to do so. In the event of such applications 
for funding being turned down, professionals might 
think about how, given obvious limitations on their 
time, they could expand their practice to include a 
degree of placement support. 

Improving the employment chances of people with 
mental health problems (and other people with 
disabilities) will undoubtedly require movement away 
from the dominant culture of individualism towards 
a more balanced mix of interventions at the indivi- 
dual and social levels. Further legislative action will 
obviously be needed to achieve this. Rehabilitation 
professionals individually may feel powerless to bring 
such a cultural shift about, but by taking the short- 
term steps described above, the stage can be set for 
action to be taken in the future. Not to move now 
will inevitably result in a continuation of the status 
quo. 
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Contents: The damnation of benzodiazepines/Is 
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torical evidence/Nicotine and Alzheimer's disease/ 
Forensic aspects of mental handicap/Supermarket 
management/Double-blind trials/Carbamazepine in 
affective disorders/Is screening for syphilis justified?/ 
Genetics of alcoholism/Asneezia/Akathisia/Psy- 
chosis 1n a transsexual/Fluvoxamine anc lithium: an 
unusual interaction/Fluvoxamine and liver enzymes 


The damnation of benzodiazepines 

Sir: Like Kráupl Taylor (Journal, Maw 1989, 154, 
697—704) we have been concerned by misinformation 
about the benzodiazepines. We believe that the term 
‘dependence’ should be discouraged, es for many 
people ‘dependence’ means ‘addiction’ and benzo- 
diazepine dependence means being ‘enslaved’ to the 
drug rather than the unpleasant, but rarely serious, 
withdrawal syndrome experienced by 3C% or less of 
users. 

The benzodiazepines are the latest of many anti- 
anxiety drugs to produce dependence (Olivieri et al, 
1986). Morphine, bromides, barbiturates, mepro- 
bamate, glutethimide, and methaqualone were 
considerably more dangerous. It seems that any anti- 
anxiety drug may be associated with an abstinence 
syndrome. It is not clear whether newer agents like 
buspirone, with more widespread use, will lack an 
abstinence syndrome. 

Benzodiazepine withdrawal from conventional 
doses should be a minor problem. Marks (1985) sum- 
marised 871 cases of benzodiazepine withdrawal 
reported in the medical literature from 1961 to 1984. 
The 871 cases reported in those 24 years are reduced 
to 19 by eliminating polydrug uses, epileptic 
patients, those taking more than 30 mg/day of diaze- 
pam (or the equivalent dose for other benzodiaze- 
pines), and those patients who used benzodiazepines 
continuously for more than one year. 

Abstinence syndromes after therapentic doses of 
benzodiazepines were not reported until 1973, 12 
years after their introduction (Covi et al, 1973). 
Millions of people had taken these drags before a 


single case of an abstinence syndrome after conven- 
tional dose withdrawal was reported. Does this mean 
that for 12 years physicians callously ignored 
patients who had difficult withdrawal, or 1s it that 
withdrawal severity is linked to changed community 
attitudes? In the 1970s, 14 of 21 lay articles on tran- 
quillisers were critical (Smith, 1988) and Manheimer 
et al (1973) found that 40% of those surveyed agreed 
that "taking tranquillisers is a sign of weakness". 
Around 1973, in the USA at least, use of any benzo- 
diazepine was considered to be a misuse. Misuse is 
defined as the medical or lay use of a drug for a 
discase state not considered appropriate by the ma- 
Jority (our italics) (Marks, 1985). Publicising a few 
cases of an abstinence syndrome with conventional 
doses has led the lay and medical public to believe 
that withdrawal symptoms are common and severe. 
Patients now fear taking these drugs, feel guilty while 
taking them, and are scared of stopping. 

Benzodiazepine withdrawal in the 1980s 1s erro- 
neously perceived as a greater problem than bar- 
biturate withdrawal in the 1950s, because of the 
greater publicity and heightened public interest in 
health issues. The abstinence syndrome is real to the 
people experiencing ‘withdrawal’, but we would 
suggest that in the 1960s similar people withdrew 
with bearable discomfort because they did not 
expect intolerable withdrawal. Today, a ‘climate of 
fear’ may be exacerbating ‘withdrawal’ for many 
people. 

We hope Dr Kraupl Taylor's article will instigate 
community re-education to reverse the misinforma- 
tion that frightens the significant minority who re- 
quire benzodiazepines as part of the management of 
their disabling anxiety. 

S. J. ELLIOT-BAKER 
Drug Information Centre 
Office of Psychiatric Services 
Health Department Victoria 
Private Bag 3, Parkville 3052 
Australia 

J. W. G. TILLER 

Department of Psychiatry 
University of Melbourne 
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Is diazepam an antidepressant? 


Sr: Like many other trainee psychiatrists, no doubt, 
we read the paper by Tiller et al (Journal, October 
1989, 155, 483-489) with much interest. The title, “Is 
diazepam an antidepressant?’, intrngued us. How- 
ever, a careful reading of the article showed that the 
study was not originally intended to investigate 
the antidepressant activity of diazepam, but that of 
the antidepressant moclobemide. Diazepam was 
chosen as a placebo. Against predictions, the authors 
found that there was a significantly better improve- 
ment 1n the Hamilton Rating Scale for Depression 
(HRSD) scores in the diazepam group compared 
with the moclobemide group after one and four 
weeks of treatment. As a result, they concluded 
that diazepam was a better antidepressant than 
moclobemide in atypical depression. 

There are two points here. Firstly, atypical de- 
pression is not a descriptive diagnostic concept in 
DSM-JIII and in ICD. The HRSD contains items 
rating not only for depression but for anxiety as well. 
The authors rightly pointed out that the patients 
might in fact be suffering from an anxiety state in- 
stead of depression. The rapid improvement in the 
HRSD scores (within one week) in the diazepam 
group is certainly more suggestive of an anxiety 
state responding to the anxiolytic properties of the 
benzodiazepine. 

Secondly, and more importantly, we think that 
what this article really describesisa failed drug trial of 
moclobemide. The title seems to be an afterthought, 
given that the main focus was on moclobemide rather 
than diazepam. We wonder about the ethics of sug- 
gesting the use of diazepam as an antidepressant 
founded on these unclear results. Certainly trainees 
should not decide to start prescribing diazepam in 
depression on the basis of this curious study. 

A. DOUZENIS 
Gordon Hospital 
125 Vauxhall Bridge Road 
London SW1 
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Charing Cross Hospital 
Fulham Palace Road, London 
K. KHO 
St Bernard Hospital 
Uxbridge Road 


Southall, London 


Sm: I read the paper by Tiller et al (Jounal, October 
1989, 155, 483—489) with a sense of déjà vu. Alprazo- 
lam, a 1,4-benzodiazepine like diazepam, was orig- 
inally credited with antidepressant properties, but 
the methodology of most such studies is suspect 
(O'Shea, 1989). Later studies failed to support a pri- 
mary role for alprazolam in the treatment of 
depression. 

The major flaws in most such research are as fol- 
lows. Firstly, the benzodiazepines often improve 'de- 
pression scores’ faster than true antidepressants ın 
the first weeks of a study, but the antidepressant 
then produces a longer-lasting and superior effect 
(O'Shea, 1989). 

Secondly, the Hamilton Rating Scale for 
Depression (Hamilton, 1960) is not a diagnostic 
instrument. The effect mentioned above is due to 
anxiolysis, because up to 8 of the 2] items in this 
instrument measure anxiety (O'Shea, 1989). 

Thirdly, the definitions of depression have been 
flawed. Studies which used neurovegetative signs 
(Goldberg et al, 1986) or reduced REM latencies 
(Rush et al, 1985) failed to demonstrate an anti- 
depressant use for alprazolam. 

For these reasons, as well as the potential for 
dependence, it may be premature to use diazepam as 
a replacement for antidepressants. 

BRIAN O'SHEA 
Newcastle Hospital 
Greystones 
Co. Wicklow 
Eire 
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Interpretation of historical evidence 


Sin: Hare's paper on ‘Schizophrenia as a recent dis- 
ease' (Journal, October 1988, 153, 521—531) has 
attracted a considerable correspondenze. Yet for 
such a theme, a much more detailed analysis is 
required than narrow research based on medical text- 
books or annual statistics. Casting aspersions on 
Haslam's probity (Journal, September 1989, 155, 
418-419) or forgetting that two leading London 
physicians actually believed James Tilly Matthews 
not to be insane (Illustrations of Madness (Haslam, 
1810), is now available in reprint, so readers can 
easily decide) 1s also not historically illuminating. 

Historical evidence in this context must not be 
selective. Writings on mental illness flourished in the 
late 18th and early 19th century, for unknown 
reasons. To suggest that a new form of illness, schizo- 
phrenia of adolescent onset, arose at this time is akin 
to believing that ‘germ theory’ arose because germs 
were new (rather than because new microscopic tech- 
niques allowed them to be studied properly for the 
first time). 

In 1813 Thomas Sutton outlined delirium tremens; 
in 1817 James Parkinson delineated the ‘shaking 
palsy’. Are we to believe that these were also new 
diseases? Given the extraordinary changes in English 
society between 1780 and 1820 — a period often called 
the ‘Industrial Revolution’ in traditional textbooks — 
and the shift from an agrarian to an urben hfestyle, 1s 
it not more sensible to highlight a new perspective 
rather than a new form of illness? There are similar 
changes in medical practice (e.g. Laennec's first use 
of the stethoscope) at this time, and even by the end 
of the century ‘hebephrenia’ was regarded as a rare 
disorder (Dawson, 1903). 

The financial aspects of asylum care also need 
examination. To what extent did some Victorian 
‘medical men’ rely on lunacy certification for a sig- 
nificant part of their income? Was it cheaper for par- 
ish guardians to keep disordered individuals in 
asylums — after 1867 there was a 4 shilling subsidy — 
or workhouses? What was the cost of caring for an 
insane relative at home? 

Major epidemiological theories in the history of 
psychiatry are too important to be confined to the 
clinical. The task of understanding becomes much 
more complex, but that is the joy of h:story. While 
there 1s no doubt a value in asserting tke primacy of 
illness in generating an asylum popula-ion, we can- 
not ignore the multiplier effects of industrial working 
hours, the population explosion, economic incen- 
tives, and degeneration theory, to say nothing of 
evangelical concern and a broader appreciation of 
psychiatric diagnoses. Admission under legal certifi- 
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cation was and 1s a social event, not an act of refined 
nosology. Dr Hare’s honesty in describing his evi- 
dence as “flimsy” deserves respect, but the view 
of schizophrenia as a persistent, genetically-based 
disorder may have sounder historical roots. 

. T. H. TURNER 
Department of Psychological Medicine 
The Hackney Hospital 

Homerton High Street 

London E9 6BE 
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Nicotine and Alzheimer’s disease 


Sir: We were pleased to read in the recent letter by 
Grant et al (Journal, November 1989, 155, 716) that 
they found our results (Journal, June 1989, 154, 797— 
800) interesting and warranting further evaluation. 

We agree with the point raised in therr letter: that 
for the reasons they specify, patients who are regular 
smokers may not respond in the same way as non- 
smokers. However, as Dr Grant et al would agree, 
changes in density of nicotinic receptors in the brain 
following repeated smoking does not provide 
evidence on its own of a functional change. 

Dr Grant et a/ argue that the “heterogeneity of the 
patient population” may have resulted in a failure to 
detect a positive effect of nicotine on our test of short- 
term memory. However, heterogeneity of patient 
population on its own would not bea sufficient expla- 
nation of our results, since we found marked and 
specific improvement in attention and information . 
processing, including working memory. 

Therefore one would have to resort to a more con- 
voluted explanation involving perhaps some combi- 
nation of factors, including differences in test sensi- 
tivity and a mixture of smoking and non-smoking 
patients. Since our Section is dedicated to assessing 
the efficacy of pharmacological treatments for de- 
mentia of the Alzheimer type (DAT), we would be 
only too pleased to find effects of nicotine on tests of 
spatial short-term memory. However, recent liter- 
ature on experimental animals for spatial memory 
supports our findings (Mundy & Iwamato, 1988). 

Furthermore, we have just completed a large study 
of 71 subjects or patients (36 smokers and 35 non- 
smokers) in order to investigate this question of ~ 
response to nicotine in smokers and non-smokers. 
Results of our larger study have replicated nearly 
completely those of our earlier, smaller one, and we 
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found no overall differences in the effect of nicotine 
on the performance of smokers and non-smokers. 

With regard to patient variability, this is an inevi- 
table consequence of working with DAT patients. 
We attempt to reduce this by careful diagnosis and 
staging of patients (Philpot & Levy, 1987), and it is 
impressive that we are able to detect such significant 
improvements in attention, rapid information pro- 
cessing, and working memory, despite such increased 
variance. 

The alternative design suggested by Dr Grant et al 
would not be an improvement. Firstly, to include two 
test sessions on one day would be likely to increase 
test variability as a result of frustration, fatigue, and 
possible noncompliance. Secondly, in psychophar- 
macological studies in experimental animals, where it 
might be argued that compliance is less of a problem, 
one would not adopt such a paradigm for fear of 
carry-over effects, even given the relatively short 


- action of nicotine. 


We hope that this has clarified matters for Dr 
Grant et al and we look forward to receiving their 
comments on the publication of our larger study, 
which will shortly be in submission. 

GEMMA JONES 
RAYMOND LEVY 
BARBARA SAHAKIAN 
Section of Old Age Psychiatry 
Institute of Psychiatry 
Denmark Hill 
London SES 8AF 


References 


Muwpy, W. R. & IwAMATO, E. T. (1988) Nicotine impairs acqui- 
sition of radial maze performance in rats. Pharmacology, 
Biochemistry, and Behavior, 30, 119—122. 

PniLPor, M. & Levy, R (1987) A memory clinic for the early diag- 
nosis of dementia. International Journal of Geriatric Psychiatry, 2, 
195—200. 


Forensic aspects of mental handicap 


Sm: I read with interest the paper by Turk (Journal, 
November 1989, 155, 591—594), and would like to 
expand on some of the points raised. 

Under the Sexual Offences Act 1956 it is unlawful 
for a male to have sexual intercourse with a severely 
mentally handicapped female (provided he was 
aware of her handicap), and Dr Turk seems, quite 
reasonably, to regard this legislation as a valuable 
safeguard against the exploitation of vulnerable 
women. However, he does not point out the risk that 
this legislation may deprive women with a mental 
handicap of pleasurable sexual contact. Somehow, a 
balance must be struck between the need to protect 
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on the one hand and the need for freedom of sexual 
expression on the other. 

Dr Turk, in addressing the issue of the disposal of 
offenders with a mental handicap, states that the 
choice of disposal depends on the availability of 
treatment or training facilities locally and the court's 
view as to whether residential placement is necessary 
for protection of the public. Recently, difficulties 
have occurred locally because of a lack of suitable 
facilities for offenders whom the courts believed did 
present a risk to the public, and thus require residen- 
tial care. As the mental handicap hospitals contract, 
a range of alternative residential placements will 
need to be made available for this small group of 
patients. Whether this involves developing more spe- 
cialised units, planning an individual service for each 
patient within a community setting such as a staffed 
group home, or a combination of these approaches, 
remains a matter for debate What is certain is that 1f 
such provision is not made, more people with mental 
handicap will go to prison. 

CAROL L. HARVEY 
Kirkby Child Guidance Clinic 
St Chad's Drive, Kirkby 
Merseyside L32 8RE 


Supermarket management 


Sm: While I am not competent to comment on the 
scientific debate concerning brief intermittent neuro- 
leptic prophylaxis for selected schizophrenic out- 
patients (McClelland et al, Journal, November 1989, 
155, 702), I feel that the assumptions underlying Dr 
Soni’s last paragraph cannot go unchallenged. He 
writes: “A final point relates to cost-effectiveness: 
maintenance neuroleptic therapy is relatively inex- 
pensive; continuous, careful monitoring of patients, 
on the other hand, requires much staff time and vigi- 
lance, as well as active involvement and education of 
relatives or carers." The fact that supermarket man- 
agement assumptions are dominant in the present 
political climate makes it even more vital for the pro- 
fession to maintain humane and ethical standards. It 
is always cost effective to neglect or kill off the old, 
the mentally ill or the physically disabled, unless 
human values are placed first in the equation. Dr 
Soni's high-cost alternative reads like a description 
of good practice (whether neuroleptics are continu- 
ous or intermittent); if all we can offer is a monthly 
injection from a grossly overworked Community 
Psychiatric Nurse, we should protest. 

ANTHONY RYLE 
Psychotherapy Unit 
St Thomas's Hospital 
London SE] 7EH 
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Double-blind trials 


Sir: Oxtoby et al (Journal, November 1989, 155, 700— 
701) draw attention to the serious difficulties entailed 
in ensuring that a therapeutic trial achieves the 
intended ideal of 'double-blindness'. In a double- 
blind study the identity of the treatment adminis- 
tered to an individual patient is concealed from both 
the patient and the assessing clinician, in an attempt 
to disentangle a ‘true’ therapeutic effect from any 
prejudice arising on account of the reputation of a 
recognised treatment. Ensuring concealment in this 
way is regarded as particularly important in psychi- 
atric research, in that it would otherwise be imposs- 
ible to obtain objective evidence (Pocock, 1983) — 
although conversely it may be argued that in some 
cases in which the aim is purely to provide sympto- 
matic relief, a placebo effect could be construed as 
validly beneficial. 

*Double-blindness' 1s one of several attributes a 
trial may exhibit which are unequivocally desirable, 
other things being equal, but which may not in every 
instance be feasible. For example, it can be argued 
that the principle that adequately inforrred consent 
on the part of the patient and ‘therapeutic equipoise’ 
on the part of the clinician are prerequisites for ethi- 
cality would, if taken literally, preclude the majority 
of studies actually performed. Similarly, not all types 
of trial can aspire to double-blindness. The compari- 
son ofa surgical treatment with a conservative, medi- 
cal one cannot ethically be made in a double-blind 
manner. In psychiatry, the ‘non-blindness’ that can 
arise from recognition ofa drug from its taste or side- 
effects is a problem only because recognition leads to 
imputation of the characteristics the drug is believed 
to have. 

The suggestion that the ability of participants to 
guess the patients' drug status should be used as a 
retrospective criterion to exclude certain results is 
likely to replace one problem with several others. 

(a) A phase III drug trial 1s normally construed as 
‘pragmatic’ in the sense of Schwartz & Lellouch 
(1967) and analysed according to the ‘intention-to- 
treat' principle. Retrospective exclusicn of some 
results because in those cases compliance with the 
principle of ‘blindness’ could not be obtained is as 
alien to this scenario as exclusion on account of any 
other non-compliance or co-interventior. 

(b) Some questions could never be answered. In 
the case of many drugs, such as those with anticholi- 
nergic effects, the treatment taken would be ‘blind’ to 
the patient in few instances. In the case of less 
recognisable treatments, retrospective exclusion of a 
substantial proportion of patients would lead to a 
serious shortfall in statistical power. 
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(c) Inappropriate significance testing: to advocate 
discrimination between the discerning patient and 
the undiscerning by use of a significance test compar- 
ing correct guesses or surmises with chance expec- 
tation betrays a misunderstanding of the meaning of 
significance testing and type I and type II errors — the 
setting of the boundary for such a selection rule 
is essentially arbitrary, and is made no less so by 
invoking permutational probabilities under a null 
hypothesis. 

(d) Exclusion of some patients will upset the ran- 
domisation and might introduce a selection bias; any 
observed difference in outcome could be spurious; or 
conversely, an apparently null difference could be 
observed because the selection bias masks a true dif- 
ference. Since we do not know in what respects the 
undiscerning would differ from the discerning in their 
susceptibility to (truly) respond to one treatment 
rather than another, the results of a trial based on the 
undiscerning could not reasonably be expected to 
transfer to a target patient population that was not 
selected in this way. 

A more appropriate conclusion to draw from the 
great difficulty of ensuring ‘double-blindness’ is that 
studies sufficiently well planned to be definitive (in 
particular, heeding the points I raised recently 
(Newcombe, 1988)), and also as well masked as poss- 
ible, should be carried out very early in the career of a 
treatment, before myths concerning its efficacy 
become widely disseminated. 

R. G. NEWCOMBE 
Department of Medical Computing and Statistics 


University of Wales College of Medicine 


Heath Park 
Cardiff CF4 4XN 
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Carbamazepine in affective disorders 


Sm: We expected that the paper by Lusznat et al 
(Journal, August 1988, 153, 198-204) would give rise 
to immediate and vigorous comment. As this did not 
materialise, we wish to record our reservations about 
the study. 

This double-blind trial allocated 54 acutely manic 
patients to treatment with either carbamazepine or 
lithium carbonate, and the effects were monitored in 
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the acute phase and on a prophylactic basis for up to 
one year. 

Of the 54 patients, 52 received variable doses of 
neuroleptics during the acute trial, and during the 
follow-up trial patients were given hypnotics, antide- 
pressants, and neuroleptics when clinically indicated. 
The carbamazepine group required a higher average 
dose of neuroleptics in the acute phase, and no com- 
parative information is given about neuroleptic 
dosage during the follow-up phase. This use of three 
different types of 'rescue' medication, which was 
not shown to be equivalent in the two groups, 
undermines the basis of the comparison made. 

Our second reservation centres on the drop-out 
rate; 40 of the the original 54 patients were no longer 
in the trial at the end of the 12-month period. This 
also reduces the weight which can be given to the 
study. The authors' claim that carbamazepine is 
more effective as a prophylactic agent than lithium 
would appear to be poorly founded. 

We would appreciate further clarification on the 
above points, particularly in view of more recent 
studies which take a less favourable view of carbama- 
zepine as a mood stabiliser (Watkins et al, 1987; 
Frankenburg et al, 1988). 


DENIS J. MURPHY 
RAJENDER KUMAR 
AIDEN MCGENNIS 
Clinical Headquarters 
“Cots Cuain” 
140 St Laurence’s Road 
Clontarf, Dublin 3 
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Sm: Dr Murphy et al are, in a sense, quite right in 
what they say. Our sample of patients and method 
could not have allowed us to answer the question “Is 
carbamazepine better than lithium in the treatment 
or prophylaxis of the average manic depressive 
patient?”. 

They have, however, missed the point, since that 
was not the question that we were trying to answer. 
We simply wanted to see which of the two drugs 
appeared to be more useful when given in the hurly- 
burly of ordinary acute psychiatric work and, as a 
supplementary point, whether one could pick out 
specific patients particularly likely to respond to 
either carbamazepine or lithium. 
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They appear also not to have understood the re- 
sults that we reported concerning drop-out rates. We 
had an admittedly uncomfortably high proportion of 
patients who dropped out through non-compliance, 
and there were other patients who reached an end- 
point for the trial when they relapsed and were read- 
mitted. Dr Murphy et al are combining both groups 
when they imply that 40 of the original 54 patients 
were drop-outs. 

Most of us have the clinical impression that carba- 
mazepine sometimes works in manic-depressive ill- 
ness. Our study served to reinforce that impression, 
and also gave some hints about which types of 
patients might be expected to do best on carbamaze- 
pine (1.e. males with ‘textbook’ mania). Judging from 
their address, our critics are writing from a research 
institute of some sort. One hopes that they will soon 
get round to doing work with manics, both for its 
intrinsic value and because it might give them a 
clearer appreciation of the difficulties involved in 
doing methodologically pure studies on such a 
volatile group. 

C. M. H. NUNN 
R. M. LUSZNAT 
Royal South Hants Hospital 
Graham Road 
Southampton SO9 4PE 


Is screening for syphilis justified? 

Sir: We were interested to read the report by 
Boodhoo on syphilis serology screening in an elderly 
population (Journal, August 1989, 155, 259—262). In 
a recent prospective survey of 659 consecutive elderly 
hospital admissions, we found that 23 (3.5%) had 
positive serology (Corrado et al, 1989), a similar pro- 
portion to that reported by Boodhoo. However, in 
our study we established the ethnic origin of all 
patients (to differentiate syphilis from yaws), 
whether patients showed stigmata compatible with 
congenital infection, and also whether patients had 
been previously treated for syphilis in Leeds during 
the preceding 70 years. Dr Boodhoo has not included 
this information, which is great import in the 
interpretation of positive results. 

As Lishman (1978) pointed out, syphilis can pres- 
ent with a variety of psychiatric symptoms, and 
therefore it is difficult to be certain that psychiatric 
patients with positive serology have not got neurosy- 
philis. This is particularly true of cognitively 
impaired patients, and like Dr Boodhoo we had great 
difficulty in deciding the relevance of positive sero- 
logy, but only examined the cerebrospinal fluid 
(CSF) of one patient. It has been suggested that 
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the diagnosis of neurosyphilis depends on clinical 
assessment, the results of serological tests, and 
examination of the CSF (Anon, 1978). Given that 
two separate studies have encountered the same diag- 
nostic problem, perhaps a strong case can be made 
for CSF examination in these patients if routine 
blood screening is to be justified and of value in 
management. 
PETER C. W. BOWIE 
OLIVER J. CORRADO 
MICHAEL A. WAUGH 
High Royds Hospital 
Menston, Leeds 
West Yorkshire 
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Sm: The recent article by Boodhoo (Journal, August 
1989, 155, 259-262) discussed the role of routine 
syphilis serology screening in a psychogeriatric 
population. We screened 172 psychogeriatric cases 
(mean age 69.2 years; 91 males and 81 females) for 
syphilis serology. Only two patients (1.2%) had posi- 
tive VDRL; none of them had any clinical evidence of 
active syphilis or of any previous syphilitic processes. 
The psychiatric diagnosis in one case (a 72-year-old 
male) was psychotic depression, while the other 
patient (a 98-year-old female) was diagnosed as suf- 
fering from mania. These cases were referred to a 
venereologist for treatment, but he advised against it. 
The psychiatric illness in both cases was treated with 
drugs for about 6 months, but no antisyphilitic medi- 
cation was given. On follow-up for 3 years, these 
cases did not develop the psychiatric illness again. 

Although Luxon et al (1979) have emphasised the 
need for such routine investigations in psychiatric 
practice, there have been few cases reported where 
the antisyphilitic treatment has been instituted in an 
elderly mentally ill person (Joffe et al, 1368; Gilles, 
1980). 

If the psychiatric phenomena persist even with 
antisyphilitic treatment (Gilles, 1980), then it is not 
incorrect to abandon the routine screening of psy- 
chogeriatric cases for syphilis, as it would save on 
limited resources. 

M. S. BHATIA 
S. C. MALIK 
Department of Psychiatry 
Uniersity College of Medical Sciences 
Shahdara, Delhi-110032, India 
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Genetics of alcoholism 


Sm: Adityanjee (Journal, October 1989, 155, 564) 
rightly draws attention to the potential future ad- 
vances promised by the application of molecular 
genetic techniques to the study of the genetic predis- 
position to the development of alcoholism. However, 
there 1s a serious flaw in his argument that a linkage 
strategy should be applied to the study of a hypo- 
thetical gene situated on the sex-determining 
region of the Y chromosome which may confer 
vulnerability to alcoholism. 

Apart from the distal portion of the short arm of 
the Y chromosome (the so-called *pseudo-autosomal 
region"), recombination can only occur on the Y 
chromosome between genetically identical sister 
chromatids of the same chromosome. Thus, apart 
from the pseudo-autosomal region, and assuming an 
absence of spontaneous mutation, all the sons born 
to a given father will share with their father identical 
Y chromosomes. Any male phenotypic variation in 
such a family will be due to environmental factors, 
and autosomal or pseudoautosomal genetic effects. 
Linkage studies of the (non-pseudo-autosomal) Y 
chromosome are simply not possible, since recombi- 
nation between homologous chromosomes does not 
take place. 

It is, in any case, debatable whether the Type I/ 
Type II classification espoused by Cloninger will 
prove valid in the light of a genetic classification of 
alcoholism. Not all researchers agree that a genetic 
effect is absent in females (e.g. Cadoret et al, 1987). If 
a subtype is defined as affecting only males it is tauto- 
logical to then refer to “the conspicuous absence of 
father-to-daughter transmission". 

C. C. H. Cook 
Department of Psychiatry 
Middlesex Hospital 
Riding House Street 
London WIN 8AA 
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Asneezia 


Sm: We find Shukla’s (Journal, May 1989, 154, 
689—690) efforts to establish asneezia as a hitherto 
. unrecognised psychiatric symptom very difficult to 
accept. His earlier paper on asneezia (Shukla, 1985) 
had stimulated us to undertake a study at the Central 
Institute of Psychiatry, which has a catchmerit area 
of most of the eastern states of India. We examined 
1985 consecutive new patients attending the 
Kraepelin Unit out-patient department. None of 
them spontaneously complained of asneezia. 
Thirteen patients reported absence of coryza or in- 
frequent coryza. The psychiatric diagnoses of these 
patients were too heterogenous to be meaningful. We 
therefore extended our study to a GP clinic and 
studied 523 consecutive patients; 3.5% complained 
of absence of coryza and/or asneezia, either sponta- 
neously or on specific questioning. Most of them 
believed that coryza or sneezing might relieve their 
maladies. Almost half suffered from chronic and 
recurrent headaches of various aetiologies; the 
diagnoses of the remainder varied considerably. 

We do not doubt the genuineness of asneezia as a 
symptom, as it may occur in different population 
samples, but we object to a psychiatric connotation 
being attached to this symptom. We agree that some 
cultures may carry overvalued ideas regarding this 
symptom, but that may be true for any medical 
symptom. 

Moreover, asneezia should be studied in a normal 
population first. For meaningful research to be per- 
formed, 1t must be operationally defined as the ab- 
sence of sneezing after exposure to the most noxious 
inhalant allergen. 


SAYEED AKHTAR 
S. H. VERMA 
Central Institute of Psychiatry 
Ranchi-834006 
Bihar, India 
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Akathisia ` 

Sir: The mianserin-induced restless legs in three 
women with major depression described by Paik et al 
(Journal, September 1989, 155, 415-417) may have 
been due to noradrenergic-mediated inhibition of 
dopamine (Lipinski et al, 1989) lateralised to the 
right hemisphere (Backon & Kullock, 1989). In an 
analogous situation, fluoxetine-induced akathisia in 
four women with obsessive-compulsive disorder may 
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have been due to serotonergic-mediated inhibition of 
dopamine (Lipinski et al, 1989). Future research 
needs to consider inter-relationships among diag- 
nosis, gender, medication, and the clinical course 
Metabolic rate measured by positron emission tomo- 
graphy may be helpful, since it is lower in the left 
hemisphere in major depression (Baxter e! al, 1989), 
which may influence the expression of adverse 
effects. 

ERNEST H. FRIEDMAN 
1831 Forest Hills Boulevard 
East Cleveland 
Ohio OH 44112-4313 
USA 
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Psychosis in a transsexual 


Sm: Mallet et al (Journal, August 1989, 155, 257—259) 
describe a case of psychosis occurring in a male-to- 
female transsexual who had abruptly stopped taking 
oestrogens. This association 1s not recorded in the 
literature. À patient of mine, however, had a similar 
history. 


Case report The patient, now aged 31 years, is an articu- 
late male-to-female transsexual. He has been cross-dressing 
from the age of 15, and has lived as a woman for the past 3-4 
years. He had had oestrogens intermittently for some 10 
years, and then continuously for 3 years until he reduced 
them substantially in January 1987. 

He came to our notice for having, 1n May of that year, set 
fire to a house believing it to be full of evil spirits. À history 
was obtained of his developing a paranoid psychosis dating 
from that January, characterised by delusions of per- 
secution, and a belief that the TV was talking to him and 
that his thoughts were being interfered with and controlled 
He felt that he was involved in a spiritual struggle, and that 
hus friend Roger was actually Roger's doppelganger 

He was remanded in custody and, in the prison hospital, 
accepted antipsychotic medication, with a rapid 1mprove- 
ment in his condition and loss of all psychotic symptoms. 

His grandmother had died in early January, and in 
March his brother had been injured in the Zeebrugge ferry 
disaster. He was also under stress having been estranged 
from his family. However, the patient was convinced at the 
time that the reduction in oestrogens was the principal fac- 
tor. He had come to this conclusion because at the age of 26 


286 


he had reduced his oestrogens and had experienced simi- 
lar, although less severe, psychotic symptoms which 
eventually remitted at the same time as he increased the 
oestrogens. 

Clearly a case history like this proves li-tle, but the 
similarity to the case described by Dr Mallet et al is 
interesting. 

M. FAULK 
Knowle Hospital 
Fareham 
Hants PO17 5NA 


Fluvoxamine and lithium: an unusual interaction 


SiR: The Committee on Safety in Medicines (1989) 
have reported the increased incidence of SHT-related 
side-effects, from hyperarousal and nausea to tremor 
and convulsions, occurring with the combination of 
fluvoxamine and lithium. 

We report a case of irresistible somnolence, the 
first time such a side-effect has been reported. 


Case report. A 39-year-old married woman with a history 
of previous bipolar affective swings was adm tted with de- 
pressed mood, biological features of depression, and second 
person, mood congruent, auditory hallucinations. She had 
been off all psychotropic medication for 10 months prior to 
the current episode. She was started on fluvcxamine, with 
good effect. 

Because of the disruptive effect ofthe mood swings on her 
family life, it was decided to start treatment with lithium. 
Lithium carbonate (slow-release, 400 mg nocte) was added, 
and the patient went on weekend leave the following day. 

On her return to the ward she was in a soranolent state, 
rouseable with some difficulty and falling asleep again 
almost immediately. Her husband reported that this 
condition had been continuous after the first night of her 
leave. 

Neurological examination was normal apart from the 
level of consciousness Lithium level (20 hours after the 
last dose) was 0.2 mmol/l; full blood count, urea and 
electrolytes, and liver function tests were all rormal. 

All medication was stopped. The followinz day she was 
fully conscious and becoming mildly elated. Lithium 
(800 mg nocte) was restarted 10 days later, and a satis- 
factory serum level achieved. She remains well on this 
medication. 

After recovery she described the sleep as peaceful, 
refreshing, and untroubled by dreams. There was no sleep 
paralysis or cataplexy. An EEG was not performed, as she 
recovered on withdrawal of medication. 


Fluvoxamine causes increased synaptic levels of 
5HT. Lithium potentiates this effect Ey increasing 
5HT synthesis (Gillies et al, 1986). In combination, 
therefore, one would expect these drugs to produce 
increased incidence and severity of 5HT-related side- 
effects. 


CORRESPONDENCE 


Various studies have given equivocal or contradic- 
tory results as to whether somnolence can be directly 
caused by increased SHT concentrations in the brain 
(Parkes, 1985). 

Our patient had been treated with fluvoxamine 
alone for a previous depressive episode, and lithium 
alone on recovery from this episode, with no 
reported side-effects. We suggest that the combi- 
nation of these two drugs caused the reported som- 
nolence, possibly by increasing the 5HT levels in the 
brain to toxic levels, or by an idiosyncratic effect in 
this particular patient. 

Combined therapy of lithium with an antidepres- 
sant is a recognised combination. Further case re- 
ports will elucidate whether this was an idiosyncratic 
reaction or a direct interaction of these two drugs. 

MAVIS EVANS 
PETER MARWICK 
Fazakerley Hospital 
Liverpool L9 7AL 
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Fluvoxamine and liver enzymes 


Sir. Case report: A 74-year-old woman with depressive psy- 
chosis was transferred to a psychiatric ward from a medical 
ward where she had been admitted for acute constipation. 
Systemic investigation at the tıme revealed a marked 
kyphosis, hypertension, a nodular swelling of the thyroid 
gland, and severe constipation. Routine blood tests, 
thyroid and liver function tests, chest X-ray, ECG, and 
computerised tomography scan were all normal. Family 
history was unremarkable; past medical illnesses included 
hysterectomy at the age of 25, hypertension, and left 
cataract operations. 

Amitriptyline was prescribed, but stopped after she de- 
veloped acute congestive cardiac failure, which responded 
to frusemide, amiloride, and nifedipine. On recovery, she 
was treated with fluvoxamine (50 mg nocte, increased to 
75 mg after a week, and 100 mg after a fortnight). Prior to 
starting treatment, a series of four blood tests showed nor- 
mal gamma-glutamyitransferase (y- GT) and alkaline phos- 
phatase (ALP), and marginally raised bilirubin on one 
occasion. Four days after initiation of fluvoxamine, ALP 
increased to 423 IU/1 (normal «3301U/I) and bilirubin 
increased to 31 IU/l (normal <22 IU/T). Weekly blood tests 
were undertaken, but fluvoxamine stopped after 3 weeks 
due to persistently raised ALP and bilirubin. ALP levels 
were highly significantly increased durimg treatment 


CORRESPONDENCE 


(Student's unpaired t-test, P 0.003), but bilirubin was not 
significantly raised (P=0.14); alanine ammotransferase 
activity (ALT), aspartate aminotransferase activity (AST), 
y-GT, full blood count, blood urea, creatinine, albumin, 
and other biochemical estimations remained normal 
throughout There were no clinical signs of hepatic failure, 
she was apyrexial, and ultrasonography of the biliary tree 
was normal. 

On the fourth day after stopping the drug, ALP and 
bilirubin returned to normal. 


Adverse effects of fluvoxamine on liver enzymes 
have been reported previously (Lam et al, 1988; 
Green, 1988) and are of therapeutic significance 
because of the role of SHT in hepatic encephalo- 
pathy. We suggest that the drug should be prescribed 
with caution and, at least in the elderly, at lower 
doses than advised by the manufacturers. While 
further safety data are awaited, side-effects should be 
carefully monitored, and liver function tests under- 
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taken before starting treatment and repeated 
at approximately weekly intervals for the first month 
or so. 

J. S. BAMRAH 
Bridgewater Hospital 
Green Lane 
Patricroft 
Eccles M30 ORL 

S. M. BENBOW 

J. McKENNA 

Manchester Royal Infirmary 
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A HUNDRED YEARS AGO 


Risks of medical men from lunatics 


At Bedminster, a few days ago, a man and his wife, 
both being insane, had put up a notice in the window 
that anyone coming to the house, except Her 
Majesty’s officers in uniform, would be shot. The 
relieving officer gave notice to the magistrates of the 
condition of husband and wife, and the magistrates 
requested Dr Shaw to report on the cases. Being 
warned, the latter obtained the presence of three 
policemen, and on satisfying the lunatic that he was a 
believer he was reluctantly admitted. Things passed 
off pretty well. Dr Shaw was satisfied of the lunacy of 
the parties, and reported accordingly to the magis- 
trates, whereupon the magistrates 1mmeduiately 
issued warrants to the relieving officer to bring the 
alleged lunatics into court for examination. When 
the relieving officer went to the house with two con- 
stables, the lunatic fired a six-chambered revolver, 
and wounded the relieving officer and one of the con- 


stables, fortunately not seriously. Such cases are not 
very uncommon. As we understand the Lunacy Act, 
there ıs no reason for à medical man to run the risk 
which Dr Shaw ran in this case. By the Act of 1853, 
referring to such cases, the justice can require the 
constable, relieving officer, or overseer to bring such 
cases before him, who may then call to his assistance 
“a physician, surgeon, or apothecary.” But in the 
first instance such cases need to be dealt with as a 
matter of police. Medical men have to encounter 
risks enough of their own, and in discharge of their 
own proper functions, as Dr Shaw well knows, with- 
out being exposed to those proper to the police force. 
We congratulate this gentleman on his escape, and 
the police on the fortunately slight injuries they 
sustained. 


Reference 
Lancet, 4 January 1890, 39 


Researched by Henry Rollin, Emeritus Consultant Psychiatrist, Horton Hospital, Surrey 
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Books Reconsidered 





Clinical Psychiatry: W. Mayer-Gross, E. Slater & M. Roth* 


At first sight these three authors may seam an un- 
likely trio, but in the event their disparate 2xperience 
and personalities proved to be complementary and 
the end product of their labours was a coherent and 
harmonious whole. 

Willi Mayer-Gross (1889-1961) had bzen a pro- 
fessor in Heidelberg, but came to Britain in 1933, one 
of several eminent continental refugees who enriched 
the British psychiatric scene before and after World 
War II. He had been a pupil of Kraepelin, Jaspers, 
and Gruhle, and was a leading exponent of ‘pheno- 
menology’, the exact study and precise description of 
psychic events. Much of the descriptive material in 
the book (particularly of the psychoses), which was 
such an outstanding feature, emanated from Mayer- 
Gross but with his English text edited by Slater. 

Eliot Slater (1904-1984) was a commanding 
figure, both physically and intellectually. His main 
research interest was psychiatric genetics, although 
he also made important contributions in neuropsy- 
chiatry and the neuroses. He first met Mayer-Gross 
while training in genetics in Germany, anc shared his 
phenomenological approach and  K-aepelinian 
stance. His style of writing was an extraordinary 
amalgam of richness, robustness and precision. 
Slater was responsible for all the genetic sections and 
played the major role in the writing of the contro- 
versial Introduction, with its polemical critique of 
psychoanalysis. 

Martin Roth (b. 1917) trained initially in neurol- 
ogy, but developed an interest in psychiatry partly 
through the influence of his chief, Russell (later 
Lord) Brain. He attracted the attention of Slater, 
who was impressed by his 1948 publication in Brain 
on hereditary ataxia. Shortly afterwards he went to 
work with Mayer-Gross at the Crichton Royal Hos- 
pital, Dumfries. Mayer-Gross was invited to write a 
review of old age psychiatry for the 1950 Recent Ad- 
vances series but, finding himself fully occupied in 
research and lecturing, he asked Roth to take on the 
task in his stead (from little acorns . . .). As a result, 
Roth was invited to write the chapter in Clinical Psy- 
chiatry on ‘Mental disorder in trauma, infection and 
tumour of the brain’ and ‘Ageing and the mental 
diseases of the aged’. In addition, he contributed to 


*London. Macmillan (1954). Second edition 1960; third edition 
1969, reprinted with amendments 1977. 


the critique of psychoanalysis, and added the rec- 
ommended ‘‘multi-dimensional approach”, part of 
the chapter on ‘The epilepsies’, and the sections on 
anorexia nervosa, anxiety, and hypochondriasis in 
Chapter IV. The whole text was, however, seen and 
discussed by all three authors. Roth's command of 
language equalled that of Slater but with a style of 
distinctive elegance. He was the great drawer 
together of threads from many sources into a rich 
tapestry of original thinking, best exemplified ın the 
1954 edition by the early exposition of his then 
revolutionary but now commonplace separation on 
prognostic grounds of the different syndromes of : 
old-age mental disorder. 

The Introduction, which firmly wedded psychiatry 
to medicine and expressed scepticism about the rel- 
evance of sociology and anthropology, aroused most 
controversy and not a little opposition by its critiques 
of contemporary schools of psychiatry, particularly 
those of Freud and Meyer. Comments like, “support 
for the [Freudian] theory is won, not by producing 
evidence in its favour but by enlarging the circle of 
those who believe in it", and, "Meyer'senthusiasm in 
the fight against Kraepelinian classification led him 
to throw out the baby with the bath water", were not 
intended to be emollient, nor were they perceived as 
such. To some they were a clarion call to a more 
scientific psychiatry, to others an unbalanced over- 
reaction. As one reviewer remarked, the authors 
could not be accused of fence-sitting. 

There were a number of unusual features for a 
book of the time, including detailed case-taking 
schemata for ordinary psychiatric, uncooperative or 
stuporose, and organic patients, chapters on ‘Mental 
deficiency’, ‘Child psychiatry’ and ‘Administrative 
and legal psychiatry’ (both at home and abroad), and 
an extensive bibliography. Chapters on ‘Sympto- 
matic psychoses’ and ‘Chemical intoxications and 
addictions’, including reference to amphetamine, 
morphine, cannabis, and mescaline, have a prophetic 
ring. 

The 1954 edition is also of interest as a historical 
document, providing a glimpse of the practice of psy- 
chiatry before the psychopharmacological revol- 
ution. Recommended treatments now seem crude 
and often naive. Thus, paranoid reactions were 
treated with either superficial psychotherapy or 
leucotomy, and depression was treated with ECT or 
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awaited spontaneous remission. Agitation or insom- 
nia might respond to Tinct opii. The conventional 
treatments for schizophrenia of insulin coma, ECT, 
and leucotomy were described, but the authors were 
clearly not happy with them, for insulin coma was 
called “crude and empirical” and, referring to leuco- 
tomy, they remarked "'there is no case for a wholesale 
handing over of chronic schizophrenics to the knife 
of the surgeon". The 1960 edition brought the first 
mention of the use of neuroleptic and antidepressant 
drugs and lithium, and by the 1969 edition treat- 
ments of all kinds had become more numerous and 
sophisticated. 

Successive editions saw a toning down of the anti- 
Freudian polemic of the 1954 edition, and by 1969 
some value was allowed to Freud's contributions in 
modern psychiatry. By 1969 the Schneiderian view of 
neuroses as developments from personality devi- 
ations, originally propounded by Mayer-Gross, was 
modified to a more syndrome-based approach at the 
hands of Roth. He also revised the section on para- 
noid psychosis, extended considerably Mayer-Gross' 
chapter on ‘Alcoholism, drug addiction and other 
intoxications', and added chapters on ‘Exogenous 
reactions and symptomatic schizophrenias’ and 
‘Social psychiatry’. 

It is difficult for young psychiatrists of today to 
appreciate the impact this novel, stylishly written 
textbook had on those, like myself, who were taking 
their first faltering steps in psychiatry in the 1950s. 
For the first time the written text seemed to chime 
with everyday clinical experience. The authors’ views 
that psychiatry was afflicted by sectarianism and 
unwarranted attempts to expand its scope and was in 
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danger of becoming isolated from medicine, and 
their prescription of a return to the bedside and the 
discipline of clinical observation, struck a chord in 
many contemporary seekers after psychiatric truth. 

Translated into many languages, its impact over- 
seas was no less profound It brought succour to the 
beleaguered minority of biological psychiatrists ın 
the USA, and prominent figures such as Robins, 
Guze, Klerman, and Spitzer have acknowledged 
their indebtedness. Indeed, a connection can be 
traced from the book’s multi-dimensional approach 
to the development of modern operational defi- 
nitions of mental disorder, such as the Research 
Diagnostic Criteria and DSM-III 

For over two decades the book was, for many, the 
psychiatric bible, and even today it has not lost its 
value as an authoritative reference work, for it is still 
one of the most frequently cited textbooks in scien- 
tific papers. The high esteem in which it was held 1s 
conveyed by E. W. Anderson's review of the 1969 
edition: “So much praise has been justly accorded 
this book that there is little the reviewer can add. This 
is the most outstanding textbook of psychiatry in 
English; certainly the reviewer knows of no other 
English work of the kind to rank with ıt. The weight 
of scholarship behind it ıs in itself impressive. It 
may be said fairly that the book is an outstanding 
contribution to British psychiatry”. 

Dare we hope for a fourth edition? Rumour has 
it.... 


Acknowledgement 


I am indebted to Professor Sir Martin Roth for providing much 
background mformation on the compilation of the textbook 


Kenneth Davison, Consultant| Lecturer, Department of Psychiatry, University of Newcastle-upon- Tyne 


British Journal of Psychiatry (1990), 156, 290—303 


Book Reviews 





Editor: Sidney Crown 


Brain Imaging. Applications in Psychiatry. Edited by 
Nancy A. ANDREASEN. Washington, DC: American 
Psychiatric Press. 1989. 384 pp. £55.00. 


When in 1974 computerised tomography (CT) became 
available, a new era of imaging had started. For neurol- 
ogy and neurosurgery the benefits of CT were immedi- 
ately obvious. Accurate and painless diagnosis was now 
possible where before, unsatisfactory and uncomfort- 
able investigations prevailed. A few years later, the ad- 
vent of magnetic resonance imaging (MRI) improved 
the visualisation of various brain structures and had the 
added advantage of not using radiation. To these well- 
established techniques a further two, single photon 
emission tomography (SPECT) and positron emission 
tomography (PET), have been added in recent years. 
Both SPECT and PET, still to be considered as research 
tools, are functional imaging techniques capable of 
measuring cerebral blood flow and receptor function, 
and in the case of PET, regional brain metabolism. 

The contributions of these techniques to psychiatry 
have been many. Patients have benefited rom the ease 
of investigation, and the presence of co-existing gross 
brain pathology has been explored safely and efficiently. 
More subtle abnormalities such as regional asymmetries 
and ventricular and sulcal dilatation in the major psy- 
choses, hinted at by previous radiological techniques, 
have been carefully documented, and the use of SPECT 
and PET holds great promise for unravelling the myster- 
ies of brain function in many psychiatrc conditions. 
Equally important, however, are the indirect spin-offs. 
Thus knowledge derived from imaging has led to new 
disease classifications and has brought abcut a revival of 
interest in the neuropathology of psychiatric illness. 

In this context of rapidly evolving knowledge, this 
book is a welcome contribution. It contains five 
chapters, dealing with CT, MRI, SPECT, PET and 
computerised EEG and evoked potential mapping. 
Each chapter is divided into two parts. The first gives a 
summary of the technique, and the second reviews its 
contribution to psychiatry. One of the rrain virtues of 
the book is that it provides a review of all these tech- 
niques, and this will be appreciated by clinicians trying 
to catch up with a fast-growing field and needing to refer 
to several sources. It can also be said tha: the book has 
an eye on the future, in that over two-thirds of it are 
devoted to SPECT and PET, the newest of the research 


techniques with as yet no widespread clinical appli- 
cations. This is no bad thing, and I especially enjoyed the 
review of PET technology, which is clearly written while 
incorporating an account of its 1nherent difficulties. 
Much of the rest of this chapter is devoted to physio- 
logical activation studies, and it makes interesting 
reading. I would extend the same praise to the technical 
introductions of all the other chapters, often written by 
clinicians who have made them accessible to the general 
readership. Computerised EEG and evoked potential ` 
mapping are included for the sake of completion, but 
they are succinctly dealt with, as is appropriate for 
techniques of doubtful experimental and clinical value. 

The reviews of published psychiatric studies are some- 
what less impressive, and at times inclusive coverage 
rather than critical appraisal seems to be the pnority. A 
further problem, perhaps an unavoidable one, 1s that 
delays 1n publication mean that the most recent refer- 
ences are two years old, a drawback when the area is 
developing fast. In practical terms this results in MRI 
spectroscopy, a technique which appears increasingly 
promising, being barely mentioned, and the use of MRI 
contrast agents suffers the same fate. The book is well 
illustrated and contains copious references. For those 
who want to become familiar with the new imaging tech- 
niques in a painless way this is an excellent book. The 
descriptions of the various techniques will remain useful 
for some time, providing a solid base from which to keep 
abreast of the literature. 


Maru A. RON, Consultant Psychiatrist and Senior 
Lecturer, National Hospital for Neryous Diseases and 
Institute of Neurology, London 


Eating Behavior in Eating Disorders. Edited by B. T. 
Warsa. Cambridge: Cambridge University Press. 
1989. 232 pp. £22.50. 


This book, based on an American Psychiatric Associ- 
ation meeting in 1987, brings together recent research on 
the biological and behavioural aspects of eating dis- 
orders. In common with other books based on symposia 
there are up-to-date chapters written by experts discuss- 
ing their own fields of research, but unfortunately there 
is no unifying perspective that brings these chapters 
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together and places them ın context. The introduction 
talks of the reader participating in an expert examin- 
ation of the issues; this doesn't really excuse the lack 
of an editorial examination of the work detailed in the 
individual chapters. 

A serious defect is the lack of an index; different as- 
pects of the same research, e.g. on the role of serotonin in 
bulimia, are found scattered over separate chapters. 
Such information is therefore difficult to find and hence 
hard to assimilate. 

The early chapters describe research that is 
attempting to unravel the neurotransmitter pathways 
controlling food intake. They provide an interesting and 
exciting insight into an expanding body of information, 
albeit one that is proving difficult to unify within one 
theory. The later chapters focus on behavioural and lab- 
oratory studies of abnormal eating. Some of these con- 
centrate overmuch on individual research projects, to 
the detriment of adequate background information. 
The chapters on eating behaviour in bulimia could have 
been combined in an attempt to rectify this. 

While the book claims to “meld basic science with 
clinical relevance”, it is not strong in discussing the clini- 
cal implications of the research. Details of the evolving 
behavioural and pharmacological treatment possi- 
bilities are given, but once again this information is scat- 
tered throughout the book without being brought 
together and evaluated. 

As a reference source this book will have a useful 
place on a library shelf, providing information for the 
specialist that is not found in more general textbooks. 
However, its rather indigestible format will not tempt a 
wider clientele to partake of its fare. 


L. M. Mynors-WALLIS, Registrar m Psychiatry, 
The Maudsley Hospital, London 


Psychoanalysis - A Theory in Crisis. By MARSHALL 
EpELSON. Chicago: University of Chicago Press. 
1988. 432 pp. £31.95. 


This book is a challenge to the psychoanalytic com- 
munity to put its own house in order and settle its theor- 
etical claims by scientific rather than metapsychological, 
hermeneutic, rhetorical, and socio-political means. It 
expresses the author’s passionate concern for the status 
of psychoanalytic theory and its empirical foundations 
in the face of its misuse and denigration. 

Part I explicates and clarifies the author’s imperative 
claim, that a statement of each analyst’s distinctive core 
theory of psychoanalysis is needed. His personal convic- 
tion is that psychoanalysis is a psychology of mind (not 
of behaviour or interpersonal interaction); more specifi- 
cally, that it is an intentional psychology concerned with 
the science of imagination and symbolic function, par- 
ticularly those aspects implicated in wish fulfilment. 
His core theory gives priority to unconscious sexual fan- 
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tasies which have causal power and efficacy as mental 
dispositions and problem-solving processes. Five 
nomothetic themes are treated as distinctively psycho- 
analytic. Edelson’s unnamed theory 1s akin to classical 
drive theory. Object relations theory, noted as being 
currently more popular, is given negligible coverage. I 
hope that these theorists will state their own core theory 

Part II 1s concerned with scientific method and expla- 
nation. Edelson seeks to justify the characteristic psy- 
choanalytic modes of enquiry. firstly, of free association 
as a method for obtaining relevant data, and secondly, 
the case study method, used as a means for generating 
and testing hypotheses, but subjected to the use of cer- 
tain canons of reasoning and scientific method. In the 
final chapter the author gives his rational grounds for 
belief in the causal inferences and explanations of 
clinical psychoanalysis. 

Psychoanalysis has provided an abundance of as- 
sertions and hypotheses, but its data is regarded as ques- 
tionable evidence. Here we have a formidable attempt to 
provide a level of remedy. On some issues, strong reser- 
vations and differing perceptions will be evoked; but not 
I hope on the crucial issue, that psychoanalysts must 
clarify and simplify their own core theory and demon- 
strate that its causal explanations are warranted. 

The book is remarkable for its clear exposition of 
complex concepts and its wealth of lively argument. It 
should be of great interest to the research-oriented psy- 
choanalyst, psychotherapist and psychiatrist, and may 
help to address those who pontificate on subjects they 
have ceased to explore. 


BRIAN LAKE, Hon Consultant Psychotherapist, 
St James’s University Hospital, Leeds 


Psychology Exposed: Or the Emperor’s New Clothes. By 
PauL Kune. Routledge: London 1988. 164 pp. 
£25.00. 


In this all-too-brief book, Britain’s only Professor of 
Psychometrics argues that experimental psychology 
studies topics which are trivial and no longer central to 
human concerns, since having been seduced by the pres- 
tigious but barren method of science. This has led it, in 
particular, to avoid delving mto feelings and the uncon- 
scious. Influential ideas in the main fields of psychology 
are examined and found wanting as being purely de- 
scriptive and without serious implications for theory or 
application. The major fields surveyed include memory, 
psychometrics, social psychology, computer models, 
and animal psychology. To escape being condemned 
with such pagan fallacies as iridology, phrenology, 
necromancy, and coprology, psychologists are urged in 
the final chapter to save themselves and their discipline 
by reaching out for the three methods of percept- 
genetics, drive activation, and G analysis of projective 
tests to study the greater glories of the unconscious and 
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its emotional conflicts, thereby gaining greater under- 
standing Also thrown in are a few proposals for edu- 
cational changes in the training and selection of 
psychologists, which do not stop short of long-term 
psychoanalysis, to discourage this anal obsession with 
trivia. 

Although many of the shortcomings noted about cur- 
rent explanations of human behaviour aprear apposite 
and have been made before, the general proposition of 
this book is not well argued. To give but a few simple 
examples, the topics summarily reviewed, such as 
memory, intelligence, love, attitudes, recognition, re- 
ligion, altruism, and learning, are clearly not trivial. 
Many of the criticisms levelled are not primarily di- 
rected at the way in which these issues are investigated 
(i.e. the scientific method), but at their underlying con- 
ceptual paradigms. How the application of the tech- 
niques proposed for the salvation of psychology departs 
from the scientific method as presently practised by psy- 
chologists 1s not obvious. Unlike the treatment of ma- 
terial in-previous chapters, the value of tke concept of 
the unconscious is not similarly expounded or 
appraised. Consequently, this book provides neither a 
complete case nor a convincing cover for the nakedness 
of its subject. 


DUNCAN CRAMER, Lecturer in Social Psychology, 
Department of Social Sciences, Loughborough 
University of Technology 


New Concepts in Psychoanalytic Psychotherapy. Edited 
by JoHN MUNDER Ross and Wayne A. MYERS. 
Washington, DC: American Psychiatric Press 1988. 
289 pp. £25.00. 


A ‘come-on’ title and an encouraging prompt (“This 
looks a rather unusual book") from our trusted book 
review editor were sufficient to recruit a willing reviewer, 
but enthusiasm waned soon after receipt of this book. It 
is not written by Ross & Myers, as its presentation 
would suggest, but they are the editors of a compilation 
by 18 authors who between them contribute 14 chapters 
divided into three sections. Ross and Myers are respect- 
ively Associate Professor of Psychology and Professor 
of Psychiatry at Cornell. The authors all appear to be 
American psychiatrists or psychologists, and many of 
them are psychoanalysts. It is not obvious what unites 
them, or why these papers have been collected into a 
single volume. They appear to have beer. presented at 
various symposia, and many of them have been pub- 
lished previously in the International Jouraal of Psycho- 
analytic Psychotherapy The stated aim of the volume is 
"to augment the knowledge of the psychoanalytically 
informed and interested clinician. Its aims are to extend 
the reach of psychoanalysis beyond the consulting 
room". 
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The chapters and their references cited are fairly 
American in emphasis; no doubt we can be equally paro- 
chial, but in a chapter by one of the main editors entitled 
*From transitional object and imaginary companion in 
childhood to agoraphobic companion in adult life’ it 
seemed at first incredible that there should be no men- 
tion of, or reference to, Winnicott. On reflection, per- 
haps his impish spirit would regard that as a compliment 
and a tribute to the concept having passed into general 
currency, rather as Newton might not mind too much if 
his name was not always mentioned in connection with 
gravity. The book has three sections, each with separate 
editors; one of them is Ross, who contributes no chapter 
himself, although Myers contributes two. Not surpris- 
ingly in such a compilation, it is a pretty mixed bag. 
Section one, on ‘Developmental deficits: their origin and 
treatments’, contains the aforementioned article on 
transitional objects by Myers, but also a very useful 
review by Kelly & Olsen on the ‘Real relationship in 
psychoanalytic psychotherapy' which has been written 
about much more in recent years. 

Section two, on ‘Consultation and supervision: the 
teaching and uses of psychoanalytic developmental the- 
ory’, contains a useful review of the type of patient seen 
in liaison psychiatry with masochistic identifications. 
There are also chapters on consultation with schools, 
and another by Henri Parens on psychoanalytic contri- 
butions to parenting. Two chapters on issues of super- 
vision, one in relation to inter-racial and transcultural 
treatments, both explore the parallel process as it may be 
repeated in supervision. 

The third section, on ‘Conflict and deficit: the 
Kernberg/Kohut controversy in theory and practice’, 
presents useful chapters outlining the theoretical pos- 
itions of Kernberg and Kohut, each followed by fairly 
severe criticism of them. Chapter 11, ‘A critical review of 
Kernberg’s theory of borderline personality organis- 
ation’, by Kramer, is based on a report written in 1978 
by the Kris Study Group of the New York Psycho- . 
analytic Institute, which met for discussion once a 
month between 1973 and 1977, and this particular study 
group on borderline states was chaired by Charles 
Brenner. Chapter 12 presents an outline of Kohut's self- 
psychology and compares his position with that of 
classical psychoanalysis. The following chapter, by 
Akhtar, on 'Some reflections on the theory of psycho- 
pathology and personality development in Kohut's self 
psychology', takes Kohut to task for ignoring the con- 
tributions of other investigators and particularly fore- 
runners such as Winnicott and Fairbairn. This chapter 
at least seems aware of what has been said on the other 
side of the Atlantic, although we would have to admit 
that at times these British authors too might not have 
appeared entirely aware of developments elsewhere. 
Perhaps this underlines a point, that often people with 
original ideas may naturally prefer to work in compara- 
tive isolation and be unaware that others elsewhere are 
developmg similar lines of thought. All the more reason 
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therefore that ideas such as Kohut's should not be 
turned into entirely new schools. The final chapter, on 
"The theory of psychoanalytic technique: a critique of 
some new points of view', by Arnold Richards, contrasts 
‘extenders’ of traditional psychoanalytic theory of tech- 
nique such as Gill and Kris with ‘modifiers’ such as 
Kohut who seem to be trying to set up new schools of 
their own, without trying to build bridges with other 
workers. 

This third section, with summaries and then a critique 
of the views of Kernberg and Kohut, is the most co- 
herent and satisfying part of the book, but I doubt many 
British readers will want to rush to buy it for themselves, 
although they might persuade a generous library to take 
it for reference. 


JONATHAN PEDDER, Consultant Psychotherapist, 
The Maudsley Hospital, London 


Users and abusers of psychiatry: a critical look at 
traditional psychiatric practice. By Lucy JOHNSTONE. 
London: Routledge. 1989. 311 pp. £25.00 (hb), £9.95 
(pb). 


This book is a forthright indictment of current psychi- 
atric practice. The author is a clinical psychologist, and 
she writes an insider’s critique of psychiatric prac- 
titioners and the system in which they practise. Doctors 
come out very badly. They are perceived as blinkered 
adherents to the disease model of psychiatry, who are at 
ease only when prescribing drugs or ECT They hold the 
reins of power in psychiatry and use them to stifle new 
approaches and overrule dissent from other disciplines. 
Asa result, patients receive repeated unnecessary hospi- 
tal admissions, are relieved of personal responsibility for 
their problems, and too many remain in a limbo of 
handicapping dependence on a service that fails to see 
them as real people with understandable problems of 
living and relationships with others. 

A series of case histories illustrate this folly. Elaine 
has had 22 admussions and 16 different drugs prescribed 
for problems that relate primarily to the sex role. Hypo- 
chondnacal Sam is convinced he has cancer, and treat- 
ment with antipsychotic and antidepressant drugs 
merely reinforce these convictions by their unwanted 
effects. Mother-oppressed Jenny can only escape from 
her child role by behaviour that the doctors diagnose as 
schizophrenia. These continue throughout the book, 
and in almost all of them we read of insensitive and 
ignorant staff who have no therapeutic resources left 
when their traditional mix of drugs and other physical 
treatments fail. 

Johnstone explains psychiatrists’ failings by their 
overly scientific training, the deficiencies of instruction 
in psychotherapy, and the infiltration of the pharmaceu- 
tical industry into all parts of psychiatric practice. She is 
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also sharply critical of the system in which psychiatry 
operates, and 1s convinced that this will have to be 
changed for patients to get the type of care that they 
deserve. She relies heavily on the experiments of Jan 
Foudraine in Holland and of R. D. Scott in Napsbury as 
role models for this reform, but concludes that these 
have failed because “psychiatry is required to be the 
agent of society while purporting to be the agent of the 
individual; and its main function 1s not treatment but 
social control" 

All this is heady stuff, but hardly onginal. Where this 
book scores over its competitors is in the authenticity of 
its case material and by its informed criticism of some 
aspects of psychiatric practice that certainly need to be 
improved, particularly in some of our autocratic, hier- 
archical institutions. Despite this, I was left somewhat 
disappointed after finishing the final chapter. Psychiatry 
is like a boxer who has poor defensive tactics but 1s very 
difficult to knock out. It is not difficult to land some 
impressive punches and get him down on the canvas, but 
he will keep bouncing back. Johnstone has the ferocity 
and passion of a Mike Tyson, but her rubber opponent 
is used to punishment and I suspect will last 15 rounds 
without any difficulty. Nevertheless, I hope he will learn 
something from the contest and improve his communi- 
cation skills. 


PETER TYRER, Senior Lecturer, St Charles Hospital, 
London 


Psychiatric Rehabilitation Programs: Putting Theory 
into Practice. Edited by MARIANNE D. FARKAS and 
WILLIAM A. ANTHONY. Baltimore. Johns Hopkins 
University Press. 1989 273 pp. £24.50 


In the word of rehabilitation, Anthony and Farkas are 
names to be conjured with. Their work has been influen- 
tial in promoting psychiatric rehabilitation as a special- 
ised subject with its own language, interventions, and 
evaluative measures. The main thrust of their teaching is 
based on the concept that skills training can enable 
people with psychiatric disabilities to function in 
environments of their choice. This book seeks to demon- 
strate that this model can be applied in the spheres of 
housing, work, education, and long-term support, 
within a variety of rehabilitation services. Papers by a 
huge number of contributors from North America are 
organised by adopting a strictly ordered format; each of 
the main chapters starts with a historical and current 
overview of the services, followed by ‘case studies’ of 
rehabilitation agencies and their programmes, and con- 
cludes with a statement of evaluation and a prospective 
view of their directions. The editors’ introductory and 
closing chapters attempt to draw the threads together. 
Reports from numerous agencies highlight their 
current preoccupations as well as factors which facilitate 
or hinder the implementations of their programmes 
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Their tone 15 generally enthusiastic and optimistic, with 
a tendency to be repetitive and proselytising; their con- 
tent, however, is often rewarding. The chapter on hous- 
ing, for instance, strengthens the case for discarding the 
model of a time-limited continuum of residential settings 
and argues for separating the accommodation type from 
the rehabilitation process itself. There are a number of 
innovative 1deas in the chapter on vocational rehabili- 
tation, which also includes a discussion on the gulf which 
occasionally exists between treatment and rehabili- 
tation. Both these chapters give a strong impression of 
rehabilitation services which have developed indepen- 
dently of clinical teams and which hardly acknowledge 
the role of medical input in rehabilitation. They also 
implicitly endorse the circumscribed, specialised role of 
some of the agencies in defined areas of rehabilitation 
rather than a more comprehensive, multifaceted 
approach. 

The view 1s occasionally expressed that trends ın the 
UK eventually follow those ofthe USA. However, while 
British rehabilitation systems, which have traditionally 
been health service led, have gradually mcved towards 
greater involvement with social services and voluntary 
organisations, American agencies which have been pre- 
dominantly non-medical are attempting greater inte- 
gration with mental health services. This theme is 
discussed by Cohen from perspectives within the wider 
social context. In another chapter, devo:ed to social 
support systems, Goering et al describe a zo-ordinated 
community case management programme. 

Although the book's focus is inevitably on the 
American scene, much of the subject -natter is of 
relevance to British rehabilitation professionals. 


Moun EKDAWI, Consultant Psychiatrist, Netherne 
Rehabilitation Service, Coulsdon, Surrey 


The Wish for Power and the Fear of Having It. By 
ALTHEA Horner. New Jersey: Jason Aronson. 1989. 
199 pp. 


Here is a book that, on the face of it, is very much for our 
time, relevant not only to the understanding of the extra 
dimension of power in the lives of our patients but also 
ın our own, at least professionally. Object relations 
theory provides the main development model for the 
book, and adult power issues are related -o the role of 
power in the developing relationship between child and 
parent. In particular, attention is paid to the effect of 
that relationship on the child's developing sense of 
identity, and of mastery and will, and above all of what 
is termed "intrinsic power”. 

Various deviations from the normal developmental 
process are examined and form the most interesting 
sections of the book: flight from power, or refusal of it; 
envy, and spoiling of others’ power; and the gener- 
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ational transmission of powerlessness. The extra 
perspective added to the understanding of child 
development, and of its effect into adult relationships, 
seems of likely value; but although rich veins of new 
material seem tantalisingly close in these discussions, 
ultimately the author cedes little of it. A ready tendency 
to digress, and the absence of a clear thread of argument 
linking the book together, are the main reasons for this. 

The first chapter builds up a testimony to the 
importance of power in our lives by way of quotations 
from literature and various aphorisms, but these lack 
any other interrelatedness than the issue of power. In 
similar fashion, sections later on in the book are 
ephemeral, vignettes that make transient sense but 
together lack the depth of a developing argument. The 
power dynamics behind clinical presentations such as 
anorexia nervosa or the addictions, or inherent in 
marital or workplace relationships, while discussed in a 
lively fashion, draw little upon the developmental 
material of the earlier chapters, reading instead more as 
homespun philosophy for survival in a variety of life 
situations. 

There is insufficient theoretical groundwork laid in 
this book for it to be of value to newcomers to child 
development, while more knowledgeable readers may 
well be frustrated by the failure to develop such 
potentially valuable ideas with more depth and cogency. 
Those willing to make the effort may be rewarded by 
occasional nuggets of gold. 


HUGH BARNES, Consultant Child and Adolescent 
Psychiatrist, Department of Family Psychiatry, Bristol 
Royal Hospital for Sick Children 


Behaviour Problems in Young Children. By Jo DOUGLAS. 
London: Routledge. 1989, 218 pp. £25.00 (hb), £9.95 


(pb). 


This book 1s a clear basic guide to common behavioural 
and emotional problems in pre-school children, written 
by a clinical psychologist. The opening chapters give a 
general overview of behaviour problems and how to 
assess them, and the book then moves into chapters 
about specific common problems, such as difficulties 
with sleeping and toilet training. The emphasis through- 
out is on gathering enough appropriate information to 
construct practical solutions, which are mostly behav- 
ioural, although keeping the family context and the 
child’s developmental level in mind. 

By staying with the pre-school age group, the author 
is able to keep the text uncomplicated and clear, with an 
emphasis on helping parents to deal with relatively dis- 
crete problems in the early years to try and prevent more 
complex difficulties later. However, she is realistic about 
the difficulties of applying her model to families under 
severe stress of the interpersonal or socioeconomic 


type. 
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I found it a useful reminder of the difference between 
common problems and the ones usually seen in more 
specialist services, as I think specialist workers some- 
times forget to concentrate on the basics, if involved in 
the training of others, and concentrate more on the 
complex issues which should remain in the domain of 

The book also presents clearly and methodically up- 
to-date research findings in the relevant areas. The 
bibliography is excellent and has references to both 
developmental and behavioural problems, which are 
often difficult to find in the same sources. 

I do have some misgivings, in that the methods used 
are made to seem deceptively simple and may tempt 
overpressed primary care workers to cut short the stages 
of assessment and making a relationship with the family 
and to just apply the techniques plucked from the rel- 
evant chapters, making them invalid in the way that the 
overuse of star charts has invalidated the latter. 

Overall, however, the clarity of writing and the com- 

_ prehensive references make it a useful basic book for 
primary care workers and those involved in training 
them. 


RACHEL LEHEUP, Consultant Child and Adolescent 
Psychiatrist, Nottingham 


The Visible and Invisible Group — Two Perspectives on 
Group Psychotherapy and Group Process. By YVONNE 
AGAZARIAN and RICHARD PETERS. London: 
Routledge. 1989. 292 pp. £14.95. 


This book was first published in hardback in 1981. The 
theory of Agazarian & Peters on ‘Group-as-a-whole’ is 
therefore already well known among those in the group 
analytic world. Hopefully, however, its appearance in 
paperback will make it more accessible to a much larger 
audience and will prove an invaluable aid to all those 
involved in working with groups. 

The book may prove initially daunting to those not 
familiar with Lewin's Field theory and General Systems 
theory. The authors outline these theories and, by care- 
ful step-by-step discussion, build up their theory on 
*Group-as-a-whole'. They also incorporate the work of 
Foulkes, Bion, Bennis, and Shepard. Each chapter is 
followed by a conclusion which summarises 1ts main 
points, and each step in their argument is fully sum- 
marised in table format. As the theory increases in 
complexity, I found this an extremely useful format for 
consolidating my understanding of what had gone 
before. It also makes the book much easier to use as a 
reference text, and therefore invaluable as a companion 
while tackling the day-to-day issues which arise in the 
groups we work in. 

The authors defend their theory by stating that there 
is a need for a theory on the ‘Group-as-a-whole’ to 
differentiate group dynamics from individual dynamics. 
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The group is seen from a hierarchical point of view 
(beginning with the Person system, and moving to the 
Member-role system, the Group-role system, the 
Group-as-a-whole system). The ‘Group-as-a-whole’ is 
seen as something different from the collection of indi- 
viduals within it. These complex ideas in the first part of 
the book are developed with the aid of diagrams and 
clinical illustrations. 

The theoretical first part of the book leads on to a 
more clinically-based section. The authors describe the 
constructs of group dynamics using clinical examples. 
These include: group norms; group goals; group roles 
(including the role of the leader); group cohesiveness; 
and group structure. The chapter on the phases of group 
development is excellent: it tackles the thorny issue of 
power and authority and places the negotiation of this 
phase as central to the work of a mature group. The 
classification of groups into three levels is also helpful, as 
itclarifies whatcan beexpected froma particular ‘level’ of 
group and provides guidelines on the leadership style and 
requirements for each level. 

The section on group practice gives guidelines on 
interviewing and preparing a patient for a group, and 
addresses specific problems such as decision making, 
acting out, socialising between members, members leav- 
ing, and new members joining. There are also chapters 
on transference and countertransference. 

How far the authors succeed in their aim of creating a 
theory which “differentiates group dynamics from indi- 
vidual dynamics" I am not sure. They advocate a 
thorough training in individual and group dynamics for 
all therapists working in groups. This would seem to be 
an ideal to be aimed at. However, on a practical as well 
as a theoretical level there is much to be gained from this 
book for all those who work with groups within the 
NHS, and who perhaps do not have access to the kind of 
training available at the Institute of Psychoanalysis, or 
the Institute of Group Analysis. 


DOROTHY OGLETHORPE, Senior Registrar, Henderson 
Hospital, Sutton, Surrey 


The Transference-Countertransference Matrix: The 
Emotional-Cognitive Dialogue in Psychotherapy, 
Psychoanalysis and Supervision. By ROBERT J. 
MARSHALL and SIMONE V. MARSHALL. New York: 
Columbia University Press 1989. 348 pp. $46.00. 


Once upon a time, psychoanalysis and the therapy 
derived from it could be conceptualised as a situation 
where a patient would find himself confronted with a 
therapist acting as a ‘blank screen’ or ‘mirror’ which 
would reflect the patient’s difficulties back to him in a 
more meaningful form. Although many people outside 
the field continue to insist on seeing psychoanalytic ther- 
apy in this way, analysts and therapists have increas- 
ingly (over the past 30 years) tended to recognise that the 
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therapeutic relationship ıs a human interaction in which 
two people affect each other in a complex end personal 
fashion, and in which one of them (the therapist) uses 
part of his mind to observe the intricacies of this 
mutual involvement, and to convey to the other (the 
patient) something of his understanding of what is 
taking place. In other words, the transference and the 
countertransference are interdependent. 

This book appears to be motivated by the authors' 
wish to describe such a state of affairs, and in this task 
they succeed. They provide an excellent review of the 
literature (with an inevitable North American bias), and 
a large number of interesting case descriptions which 
well illustrate the points they make about the subtleties 
of the transference-countertransference interaction in a 
variety of clinical situations (although scme of these 
would be regarded, in this country, as being supportive 
psychotherapy). There 1s also a chapter on supervision, 
looking at problems which can arise in ths interaction 
between the supervisor and the transference- 
countertransference scenario presented by the 
supervisee. 

Unfortunately, however, the book is seriously flawed 
by the authors’ second main aim. Not content with 
description, they structure the entire book around an 
attempt to introduce a quantifiable schema for thinking 
about and measuring certain aspects of a transference- 
countertransference interaction. I expect this will appeal 
to some readers (particularly in North America), but it 
did seem to me to work against the authors’ aim to 
demonstrate the essentially emotional and human 
nature of the therapeutic encounter. 


Denis V. Carpy, Consultant Psychotherapist, 
Tavistock Clinic, London 


Play Therapy. By ViRGINIA M. AXLINE. London: 
Churchill Livingstone. 1989. 360 pp. £9.95. 


Itis a tribute to its author that, more than 40 years after 
its original publication, this book remains an excellent 
exponent of non-directive play therapy wizh children. 

The technique was inspired by Carl Rodger's non- 
directive therapies with adults, the role of the therapist 
being primarily one of acceptance of the child and his 
behaviour, the approach non-directive aad non-inter- 
pretative but active and reflective. The aim is to convey 
to thechild a sense of acceptance and respect, as a means 
of helping him develop his own sense of dignity, self- 
worth, and self-confidence, which allows him to modify 
his behaviour. The eight basic principles of therapy are 
outlined as: the establishment of rapport, complete 
acceptance of the child, establishment of a feeling of 
permissiveness, recognition and reflection of feelings, 
maintaining respect for the child, letting the child lead 
the way, not hurrying therapy, and sometimes making 
explicit some limits to the child’s behaviour. 
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The author gives plenty of valuable examples of ther- 
apy, both individual and group-based. Her comments 
about inappropriate interventions, and her suggestions 
of better alternatives, are particularly clarifying and 
helpful. Some of the examples themselves atest to the 
basic principle that “bringing the child’s deviant atti- 
tudes into the open can dissolve the need for their 
expression", or that “some children can almost immedi- 
ately cease to be destructive once their attitude is under- 
stood and accepted”. However, the need for systematic 
evaluation 15 also emphasised. It is interesting to note 
that recent work by Kolvin et al (Help Starts Here 
(1981). London. Tavistock Publications). Using non- 
directive group play therapy with children with 
emotional and behavioural difficulties has demon- 
strated its therapeutic effectiveness. 

This excellent book has passed the test of time. In 
conjunction with the author’s subsequent delightful ac- 
count of therapy with a 6-year-old boy (Dibs, In Search 
of Self (1964). Harmondsworth: Penguin) it can be 
strongly recommended to trainees in child psychiatry. 


ELENA GARRALDA, Reader in Child and Adolescent 
Psychiatry, University of Manchester 


Loss of the Good Authority. The Cause of . 
By Tom Prrt-Arrkins and Auce THOMAS ELLIS. 
London: Viking. 1989. 264 pp. £14.95. è 


This book is based on the awareness that “many narrow- 
fronted approaches in the treatment of delinquents — so 
often old ideas in new guises—can never stop the 
delinquent process". It attempts to convey an under- 
standing of the consequences of the loss of "authority", 
the latter defined as “that which within a definite area 
may allow, disallow or insist upon change, with or with- 
out any further references". The “good” itself is seen as 
“a psychic burden often perceived only unconsciously 
by others”, and deemed responsible for determining 
groups’ or individuals’ pattern of life and behaviour. 
The “losing of the good authority” is seen as potenti- 
ally devastating, possibly leading to various forms of 
psychopathology and delinquency. 

Nine pages of trying to define authority supports 
the authors’ view that “definitions are, by definition, 
difficult”. 

Dr Pitt-Aitkins, Consultant Adolescent and Family 
Psychiatrist, and Alice Thomas Ellis, novelist, add 
another book to the myriad of books on the possible 
causes of delinquency. The eight chapters are headed 
by brief summaries. The various chapters deal in some 
detail with the meaning of authority, the change of site 
of authority, the good, its loss and the chance of refind- 
ing it, potential effects of this loss, and the various forms - 
of therapy. 

The development of the authors' concepts spans 
theoretical and practical considerations; it involves the 
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individual, the family, and society at large. Each 
author's contribution is highlighted by initials preced- 
ing each relevant chapter. Some readers might not be 
familiar with this, and find it somewhat unusual. It takes 
only a little time though to get used to this particular 
form of presentation; ıt then becomes a refreshing 
novelty, a new form of discussion between the authors 
and the reader. 

The last chapter, on therapy, gives “an account and 
rationale of some therapeutic techniques developed over 
many years and many settings". The general reader will 
find this particular chapter especially valuable; it trans- 
lates previous concepts into real-life context. Special 
importance is given to consistently recurring tbemes; on 
different levels they are recognised to be identical. These 
themes deal with interpersonal, historical, inter- 
professional and other issues; their abstract nature is 
offset by practical examples. 

Some readers will argue with some of the concepts 
and views of the authors; nevertheless, they convince 
. with their plausible persuasiveness. 

The book ends with 50 pages of case notes which 
elucidate concepts discussed in this book; topics range 
from arson, sexual assault, and burglary to drug abuse, 
rape, and shoplifting. These case notes give evidence 
of the authors' depth of experience; they are highly 
recommended to the reader in a hurry who might not 
find tıme to study the whole book in detail. 

About 90% of the 50 bibliographical notes are older 
than 5 years. The eight-page reference list is thorough. 

I did not find this book particularly easy to read, fre- 
quent long sentence structures do not further the under- 
standing of the several analytical concepts. I am left with 
the feeling that fewer pages would have given the book 
and its message more punch; repetitions on the same 
theme seem to take the impetus away. 

The analytically-inclined psychiatrist will find this 
book stimulating. The forensic psychiatrist might find 
. briefer discourses on the subject elsewhere. Neverthe- 
less, the book deserves recognition for its thoughtful 
presentation of a pertinent issue. It deserves a wider 
readership than the medical profession. 


HEINZ ALBRECHT, Specialist Psychiatrist, Carrington 
Hospital, Auckland, New Zealand 


Foundations of Object Relations Family Therapy. Edited 
by Jr.L SAVAGE SCHARFF. London: Jason Aronson. 
1989. 488 pp. 


Few psychiatrists will be attracted to 24 intense chapters 
on psychoanalytic family therapy, and therefore many 
will miss the opportunity of reading this absorbing 
account of an approach which combines and integrates 
individual and family therapy in treating all problems 
from encopresis to schizophrenia. 
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In this country, family therapy and psychoanalysis 
have their own separate institutes and training, with 
minimal creative exchange between the two. Object 
relations family therapy has developed over the past 30 
years to offer a unified approach which deserves serious 
consideration. In a section devoted to the integration of 
individual and family therapy, Robert Winer succinctly 
outlines the hazards of both therapies in isolation 
“Family therapy may become preoccupied with inter- 
actional process and lose sight of the person; individual 
therapy may become immersed in the intersubjective 
intensities of the transference and countertransference 
and lose track of the life being lived”. 

Drawing largely on the work of Fairbairn, Klein, and 
Bion, transference and countertransference remain at 
the heart of object relations family therapy and insight 1s 
seen as essential to change. The concept of projective 
identification is fundamental to the understanding of 
intrafamilial psychopathology, whereby intrapsychic 
conflict in an individual is transformed into inter- 
personal conflict. Paradoxically, many of the concepts 
taken from psychoanalysis have greater meaning and 
relevance as applied here to the family. The authors are 
therefore quite clear about their theoretical basis, and 
those willing to accept it will be led into a wealth of 
convincing clinical illustrations. 

Many of these are taken from a group of over 50 
adolescent in-patients and their families treated on a 
residential unit at the National Institute of Mental 
Health. In fact, half the book deals with issues relating 
specifically to adolescence. Regarding adolescent 
development, the primary task of the family is seen to be 
the promotion of relative ego autonomy and identity 
formation, leading to individuation and separation 
which may be impaired by the family's unconscious 
fantasies. Role allocations for the collusive playing out 
of these fantasies are then communicated and evoked in 
the family members by projective identification. Such 
theoretical considerations are not only clearly described 
but brought to life with transcripts from family sessions. 

Separate sections view mantal interaction within the 
same integrated framework, and also sexuality within 
the family. David Scharff gives an excellent example 
of the authors' ability to link theories by developing 
Fairbairn's libidinal and anti-libidinal ego, with recog- 
nition ofthe techniques of Masters & Johnson, to under- 
stand sexual difficulties as somatically expressed failures 
in fit between internal object relations. 

A single chapter looks at sexual abuse, and offers an 
important approach to the understanding of the loss of 
appropriate boundaries within incestuous families. For 
those who find a psychoanalytic approach unhelpful 
with regard to sexual abuse, Winer's chapter on the role 
of transitional experience based on Winnicott's work is 
particularly recommended. 

Mindful too of Winnicott, the editor devotes the final 
chapter to play and the therapist's holding capacity, 
nicely defined as “the ability to listen thoughtfully, to 
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engage, to be affected, to tolerate anxiety, toreflect upon 
experience, and to communicate understanding intent”. 
Forany therapist who aspires to such standards in either 
individual or family therapy, this substantial text has 
much to offer. 


Jim WATTERS, Senior Registrar in Child and Adolescent 
Psychiatry, Tavistock Clinic, London 


Recent Advances in Clinical Psychlatry, No. 6. Edited 
by KENNETH GRANVILLE-GROSSMAN. Edinburgh: 
Churchill Livingstone. 1988. 249 pp. £29.50. 


In this volume organic issues dominate (HIV, dementia, 
the biology of anxiety and schizophrenia, and tardive 
dyskinesia). Child psychiatry is well represented (the 
psychology of chronic childhood illness, and sexual 
abuse in childhood). Of other topics, the environment of 
the psychiatric ward stands out for its novelty; however, 
personality disorders scarcely merit inclusion on the cri- 
teria of recent advances; seasonal affective disorders do 
merit their chapter, though. 

The chapter on HIV is comprehensive and will be a 
useful reference source in relation to the physical, social, 
and psychological aspects of HIV. However, I would 
have liked the author to have touched on the role and 
organisation of psychiatric services in relation to HIV, 
as well as developing the ethicai issues that are merely 
touched upon. 

Reviews of topics where new findings conflict can be a 
challenge to author and reader alike. The problem is 
well handled in the chapters on dementia, where a clear 
review of cognitive impairment ın relation to a range of 
disorders is presented; and on schizophrenia, where 
recent findings about structural changes are clearly 
summarised It is less well handled in the chapter on 
biological markers for anxiety states, where lists of con- 
flicting findings and insufficient conclusions make for 
lack of clarity. The chapter on tardive dyskinesia is well 
presented, giving an informative update. 

Child psychiatry contributes a topical chapter on sex 
abuse. It reviews relevant research findings, and includes 
thoughtful reflection on clinical observations, pro- 
cedures, and management, including legal management. 
The chapter on chronic childhood illness gives valuable 
insight into a common problem (5% of children have 
chronic illness) which may affect parents seen by adult 
psychiatrists 

The chapter on the effect of ward environment on 
patients is useful in the way it draws together the fam- 
iliar physical, social, and therapeutic factors involved. It 
also fills a gap in readily available reviews of this topic 

Less a part of everyday clinical life are the seasonal 
affective disorders. This review covers all aspects of 
these disorders, including their atypical features, their 
classification, and current thinking about causation. 


BOOK REVIEWS 


Thesection on light therapy and its suppressant effect on 
the melatonin which in other mammals governs breed- 
ing habits captures the imagination. There is a useful 
reminder of seasonal factors in the onset of depression 
generally and suicide in particular, the month of May - 
being the peak at-risk time. 

There is a chapter on personality disorders, but the 
field remains as evasive as ever, with the certainties of 
the old classification scheme further discredited but little 
useful offered to fill its place. 

A final plea about the layout: this is uninspiring, and I 
would like to see greater use of diagrams, tables, and 
summaries. 


NICHOLAS Rose, Consultant Psychiatrist, 
Littlemore Hospital, Oxford 


Relational Concepts in Psychoanalysis: An Integration. 
By STEPHEN A. MITCHELL. London: Harvard Univer- 
sity Press. 1989. 323 pp. £19.95. 


This is a marvellous book. Mitchell argues that over the 
past few decades psychoanalysis has undergone a para- 
digm shift. The change is nothing short of a revolution in 
thought which radically alters our understanding of the 
mind and human relationships. The new paradigm has 
not been systematically proposed by one school of 
thought. Instead, the revolution has come about piece- 
meal as new ideas have come first from one and then 
from another author. 

Mitchell is a persuasive writer who skilfully draws 
together the central ideas from object relations theory, 
interpersonal psychoanalysis and the self-psychologies. 
He argues that despite their many differences these 
‘newer’ traditions have one central theme in common — 
they all stress the central importance of personal re- 
lationships and human interaction. In the new paradigm 
the focus of psychoanalytic study shifts away from the _ 
vicissitudes of the instincts to persons in their inter- 
actions with others. Attachment to others is now under- 
stood to be the central motivating force in human 
affairs. Furthermore, it operates from the cradle to the 
grave, and not just in infancy. Relationships with others 
are central because they both form and express whom 
we are. 

Mitchell has chosen Escher's 'Drawing hands' for the 
picture on the cover of the book. It shows two hands in 
the process of drawing each other. The fascinating thing 
about the picture is that each hand is being drawn by the 
very band that it itself 1s drawing. This, Mitchell 
suggests, depicts the complex and continuous inter- 
action between our mner and outer worlds. Internal 
objects and actual relationships with external objects 
continually and simultaneously form and influence each 
other. 

Mitchel] objects, and rightly so, to the polarisation 
that is a feature of so many theories. The intra- and the 
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interpsychic do not exist independently of each other. 
On these grounds he criticises drive theory for its failure 
to appreciate that inner reality is continually trans- 
formed .by our interaction with real others in the 
external world. He likewise accuses development arrest 
theories of underestimating the way in which inner 
reality determines one's perception of and reaction to 
external objects. His book leads to the conclusion that 
there is a third alternative—the relational-conflict 
model, in which the interpersonal and the intrapsychic 
are understood to "create, interpenetrate, and trans- 
form each other". 

The book is scholarly and informative, but yet it is 
readable, and enjoyably so. Mitchell does a wonderful 
job in bringing together the relational concepts embed- 
ded in the work of Bowlby, Klein, Winnicott, Fairbairn, 
Kohut, and others. Brought together in this way, the 
case against Freud’s drive theory seems impressively 
self-evident. For Freud, object relations provide the 
means by which instincts can be satisfied. For the rela- 

. tional theorists, the exact opposite is the case: sexuality 
provides the medium in which relationship with others 
can develop. Psychopathology is not a covert way of 
obtaining forbidden gratification but a learnt way of 
searching for and maintaining connectedness with 
others. 

In his final chapter Mitchell examines the therapeutic 
relationship and the process of change. He lays to rest, 
or tries to, the classical conception of the analyst as a 
blank screen onto whom the patient transfers his past 
experiences. From an interactional standpoint the 
therapeutic relationship always involves two people, 
and both of them have an unconscious. In drive theory, 
transference was regarded as a manifestation of the past. 
In the new paradigm, figure and ground have been 
reversed, and accounts of the past are now regarded as 
communications, either conscious or unconscious, 
about the therapeutic relationship. This has far-reaching 

. effects on technique; in particular, countertransference 

and the patient’s perception of it take centre stage. 

This is an excellent book which brings together the 
relational concepts that now characterise psycho- 
therapy. This is the leading edge of psychoanalysis, and 
Mitchell’s work certainly helps ıt to advance. 


C. R. WHYTE, Psychotherapy Department, 
Humberstone Grange Clinic, Leicester 


Counselling in HIV infection and AIDS. Edited by JOHN 
GREEN and ALANA MCREAMER. Oxford: Blackwell 
Scientific Publications. 1989. 331 pp. £12.95. 


The flourishing literature on HIV infection and AIDS is 
perhaps a reflection of the public anxiety and private 
fears that the subject awakens. The fast pace of new 
discoveries in this rapidly advancing field, however, 
makes most publications often out of date by the time 
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they are published. On the other hand, the pressure 
to produce new information often leads to publishing 
despite poor scientific content. 

. New terms have been created and old ones adapted to 
describe the complexities of a disease with so many 
ramifications, often obscuring their meaning In this 
context, this book tries, in a direct and readable fashion, 
to guide the ‘uninitiated’ medical and non-medical 
reader through the maze of psychological issues likely to 
be encountered when dealing with people with HIV 
infection and disease. 

After the first two chapters, in which basic epidemio- 
logical and biological facts are dealt with clearly, the 
book gives a comprehensive account of areas to be 
covered in counselling people before and after an HIV 
test, people with AIDS, and their partners. A particu- 
larly interesting and useful chapter follows, giving 
practical insight in helping people with HIV 
encephalopathy. 

The section on haemophiliacs, drug users, children, 
and pregnancy widens the scope of the book outside its 
main emphasis on gay men. Suggestions are given on 
how to deal with more specific psychological problems 
likely to occur, such as anxiety and depression, as well as 
the inevitable emotional toll of facing death and dying. 

The last few chapters outline interesting areas such as 
community care, legal and ethical aspects, the role of 
voluntary organisations, and the problems of counsell- 
1ng in the developing countries 

The book is easily readable, and draws its strength 
from the considerable practical experience of its authors 
and editors. It is written with the uninitiated and mostly 
non-medically (and certainly non-psychiatrically) 
trained in mind. The term ‘counselling’ has been given 
such prominence in the HIV literature that one ts often 
led to believe that a magical meaning has been attached 
to it, and this book attempts to place it in context by 
offering an understanding of the practical aspects of 
counselling in its broader sense. It unfortunately fails to 
draw attention to its limitations, in terms of both the 
need for supervision of the counsellor, and the highlight- 
ing of in what instances more specialised help may be 
needed. 


Massimo Riccio, Lecturer and Honorary Senior 
Registrar, Department of Psychiatry, Charing Cross 
Hospital, London 


Through the Night: Helping Parents and Sleepless In- 
' fants. By Dys Daws. London: Free Association 
Press. 1989. 274 pp. £12.95 (pb), £27.50 (hb). 


Since most recent popular books on sleep problems in 
young children have been written from a behaviounst 
viewpoint, this contribution from the Principal Child 
Psychotherapist in the Tavistock Clinic in London is an 
interesting and welcome addition to the literature. 
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Daws' aim is to describe her own method of brief 
psychotherapy, developed mainly in a general practice 
clinic setting, but she also makes a determined effort to 
develop a theory of sleep problems as psychosomatic 
disorders largely related to attachment and separation 
difficulties. 

The writing on the therapy provides the highlights of 
the book. Lively case vignettes are followed by some 
beautiful writing on therapeutic process. The therapy is 
largely orientated towards the parents in the presence of 
the child; she does not mention Malan, but could be said 
to draw on his model in her ‘active analytic’ stance, 
and the linking of parents’ current behaviour in child- 
rearing with their past (childhood) experience by means 
of transference interpretations within the session. She 
draws on the recent research into the intergenerational 
transmission of attachment relationships to support her 
case that parenting behaviour is profoundly rfluenced 
by childhood experience. It is this linking and the focus 
on emotionality and the meaning of anxiety which mark 
her approach out from a behavioural one and would 
make her book valuable impressionistic reading for a 
wide range of professionals, including psychiatrists. 
Many parents would, I am sure, find the descriptions 
echoing some of their deepest anxieties and confusions. 

The theoretical discussion is not nearly so good Daws 
makes a discursive review of infant development, sleep 
research, and attachment theory, along with psycho- 
analytic theories of dreaming and personality develop- 
ment. Her thrust is to argue that parent/child rapport 
profoundly affects physiological development, includ- 
ing arousal, and separation anxieties (in both parents 
and child) can disrupt infant sleep. These ideas are 
interesting, but the case is spoilt by the method of argu- 
ment. an uncritical mixture of speculation, dogma, and 
over-generalisation from selected research. Areas of 
convergence between developmental psychology and 
psychodynamic theory are of profound interest, but 
need a more rigorous exposition than this. This matters 
practically because the mentalist bias of her account 
may underestimate some of the practical and biological 
roots of sleep disorder. 

Daws has made no study of the efficacy or indications 
for her method: she guesses at a success rate of 50%, 
which she generously recognises is probably less than 
many behavioural approaches. I would guess that the 
efficacy is lowered by her theoretical bias, and by the 
predominant emphasis on parental issues. However, 
this is also her strength: in the end her argument stands 
or falls on the face validity of her clinical descriptions, 
and as a powerful and sensitive way of working with 
parents in the context of young families, these will 
be absorbing and instructive reading for many 
professionals. 


JONATHAN M. GREEN, Consultant Child and Adolescent 
Psychiatrist, Booth Hall Children’s Hospital, 
Manchester 
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Genetic Analysis of Complex Traits. Part It: Affective 
Disorders. Edited by Jonn P. Rick, Ner RrscH and 
LYNN R. GOLDIN. New York: Alan R. Liss. 1989. 170 
pp $48.00. 


This book contains the proceedings of the Genetic 
Analysis Workshop held at Chantilly, France, in Sep- 
tember 1987. The workshop was the fifth in a continuing 
series focusing on statistical problems in genetics, and 
brought together many of the leading experts ın a field 
which is still regarded by some as suspiciously esoteric 
but which is assuming ever-increasing importance in the 
understanding of affective disorders and other common 
familial diseases. 

This book has an advantage over many other confer- 
ence proceedings in that all of the papers have been 
subject to peer review and have been accepted for separ- 
ate publication in the journal Generic Epidemiology. The 
quahty is therefore uniformly high. The subjects covered 
include the use of complex segregation analysis, linkage 
analysis as applied to traits with an uncertain mode of 
transmission, and regressive logistic models 

The papers on linkage analysis are perhaps of the 
most immediate relevance to current research, given the 
intense interest generated by recent studies using DNA 
polymorphisms to investigate the genetic aetiology of 
affective disorders and schizophrenia. However, having 
said that, most of the papers presented in this book are 
technically demanding and have a high mathematical 
content which may not be attractive to the general 
reader. 

Nevertheless, for those with a more specific interest in 
psychiatric genetics, particularly its quantitative as- 
pects, this book is both informative and instructive. 
Most workers in the genetics of mental illness will cer- 
tainly find Rice & Risch's overview chapter a worth- 
while read, and the remaining chapters provide a useful 
source of reference. The book has a definite place in the 
personal library of the specialist and on the shelves of 
any more comprehensive psychiatric library which aims 
to have an up-to-date section on genetics. 


PErER McGUFENN, Professor of Psychological Medicme, 
University of Wales College of Medicine, Heath Park, 
Cardiff 


Epilepsy. By GRAHAM SCAMBLER. London: Routledge. 
1989. £20.00 (hb), £8.95 (pb). 


In recent books on seizure disorders relatively scant at- 
tention has been paid either to the consequences of a 
diagnosis of epilepsy being made, on the patient, par- 
ents, and relatives, or to its stigma and social effects. The 
present book starts where many other texts finish. It - 
therefore demands the attention of those of various 
disciplines working with such patients. The volume 
forms one of a series on "The experience of illness’, 
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edited by a soctologist and a psychologist. Other topics 
covered in the series include back pain, diabetes, and 
multiple sclerosis. The volume under review, by a sociol- 
ogist, is aimed at a wide range of the caring professions 

A brief introductory chapter on the medical aspects of 
the condition is followed by sections concerning ‘being a 
patient’ and lay views of epilepsy as well as the associ- 
ated stigma. These are largely verbatim quotes and in- 
terviews with patients, interspersed by comments from 
the author. Then there is a swing into the more theoreti- 
cal, sociological part of the text, covering the different 
types of stigma, real or imagined, as well as discrimi- 
nation, including that resulting from legal statutes. 
Strategies for coping are discussed in detail; for 
example, whether secrecy or openness concerning the 
diagnosis is appropriate. The chapters on the impact of 
epilepsy on the family and in work situations are par- 
ticularly valuable, again illustrated by quotes from the 
patents as well as from the experts. 

The text concludes not with just a trite plea for more 
research but with comments on how we may attain a 
better overall understanding of epilepsy in the social 
context There are clearly many questions, of which the 
author 1s fully aware, yet to be answered; nevertheless, 
this book is a valuable contribution to the literature. 


D. Scorr, Consultant Neurophysiologist, Section of 
Neurological Sciences, London Hospital, London 


Stress and its Management. Edited by FREDERIC FLACH. 
London: W. W. Norton. 1989. 238 pp. £29.95. 


This volume consists of 18 chapters, mostly produced by 
psychiatrists. Some very different perspectives and topic 
areas are offered, and there is no clear structure or 
theme. In this respect the book does not further the 
understanding of stress and health, although many of 
the specific chapters are interesting. The editorial by 
Flach provides no clear conceptual framework. 

One of the greatest problems is the lack of apparent 
awareness of a substantial literature from researchers in 
physiology, psychophysiology and experimental, clini- 
cal, and occupational psychology. Topics such as resi- 
lience are covered, but those such as vulnerability or 
*hardiness' are not integrated. There is a lack of clear 
distinction between challenge and positive stress and 
distress. The issue of personal control is hardly men- 
tioned, which 1s surprising given the emphasis on this 
variable in the current literature. There is, at least, a 
chapter on self-esteem. 

The psychogenic model is given prominence; 
although the possibility of explanation in terms of the 
medical model remains throughout, it is not clearly 
tackled. Thus, as might be expected, there is concern 
with physical symptoms and aspects of metabolism (e.g. 
calcium excretion in the depressed), but the issue of 
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causal direction is not really tackled. There is a lack of 
research backing for some of the topics discussed. Clini- 
cal intuitions often seem to prevail, and scales are not 
validated. 

An advantage of the book is that there is a large 
number of different topics covered — from ‘survival’, 
through ‘hope’ to ‘creativity’. The volume might there- 
fore provide a useful reference source for a wide range of 
topics associated with stress. What 1t will not do is pro- 
vide insight into or an explanation of the underlying 
psychobiological mechanisms. 


SHIRLEY FISHER, Reader in Psychology, Centre for 
Occupational & Health Psychology, The University of 
Strathclyde, Glasgow 


Talking with Patients: A Basic Clinical Skill. By PHILLIP 
R. MysrscoucH Oxford: Oxford University Press. 
1989. 148 pp. £9 95. 


This is a good book, and I enjoyed reading it. It deals 
with all forms of communication between patients and 
doctors, verbal and non-verbal, conscious and uncon- 
scious, factual and emotional It is well written and easy 
to read, being largely free of the type of psychiatric 
jargon which puts off students and doctors. 

The author has written 12 of the 16 chapters; there 
are, in addition, chapters on communication with chil- 
dren, with adolescents, with old people, and with those 
who are dying, by Speirs, Wrate, Currie, and Doyle 
respectively. 

Myerscough 1s an obstetrician and gynaecologist, and 
many of the examples of good and bad communication 
are from his special field, but the book 1s none the worse 
for that; the principles are true for all branches of 
medicine. 

The main section of the book describes the different 
ways in which history-taking and physical examination 
are done and how diagnoses are made. It demonstrates 
the need for concern not only with the accuracy of the 
symptoms but also about how the patient feels about 
them and about other problems and people. It encour- 
ages perceptiveness about signs of anxiety or anger 
when certain subjects are raised, and discusses how the 
doctor should respond It gives examples of how the 
doctor’s response at a key point may open up or inhibit 
revelation of the patient’s real feelings and problems. It 
explores how the feelings of the doctor can inhibit his 
ability to discuss certain subjects, especially sex and 
death. It discusses the feelings of doctors during more 
intimate examinations. It sums up medical care in four 
words of which the meanings are discussed: comfort (for 
patient and doctor), acceptance, responsiveness, and 
empathy. 

The sections by other authors are written in a similar 
vein, and give good advice for special groups of patients. 
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The last chapter is concerned with barriers to communi- 
cation, language, culture, and other problems. 

AH this 1s elementary for psychiatrists, but this book 
describes psychiatry applied to ordinary doctoring in 
simple and acceptable words. It should be read by stu- 
dents in conjunction with books on clinical method, and 
by young doctors. Some older doctors may also benefit. 


M. A. FLovER, Former Professor of Medicine, 
The London Hospital College 


Back Pain. By MICHAEL HUMPHREY. London: 
Routledge. 1989. 132 pp. £20.00 (hb), £8.95 (pb). 


Humphrey takes the series title, “The experience of ill- 
ness’, literally, and in revealing his own problem of a 
painful elbow to his readers, also reveals his approach to 
pain management. 

Other than his personal experience of pain, 
Humphrey presents in his book case vignettes from his 
work at St George's, primarily concerned with the 
psychological and the sociological aspects of back pain. 

Medical aspects of back pain are given 16 pages and 
are followed by chapters on marriage and family life, 
and on which patients suffer most. These are useful, 
particularly as they remind us that sorre marital re- 
lationships can actually prolong the patient's complaint 
of pain. 

There is a good review of behavioural treatments and 
the author reports on these multi-disciplinary themes. 

This is a good little book, and I am sure that this is 
going to be a valuable series. 


CHARLOTTE FEINMANN, Consultant Psychiatrist, 
Department of Oral Medicine, Eastman Dental 
Hospital, London 


Psychotherapy. Edited by FREDERIC FLACH. London: 
W. W. Norton. 1989. 239 pp. £20.95. 


This book is the fifth in a monograph sezies on ‘Direc- 
tions in psychiatry’, and contains 17 essays on a wide 
range of topics in psychotherapy. 

The first two, written by Ivor Brownz and Vincent 
Kenny from University College, Dublin, address the 
question ‘How does psychotherapy work?’ They argue 
that psychotherapy research based on the Newtonian 
model of linear causality is misguided, and that an ap- 
proach based on open systems, characterised as they are 
by change, instability, and continual fluctuation, has a 
more direct applicability to the phenomena of human 
change processes Their conclusions seem to be con- 
firmed by the ensuing contribution from Sol Garfield on 
research into the prediction of outcome in psycho- 
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therapy, which argues the need for “heretofore unused 
methodologies and hypotheses". 

There are three essays from Anthony Storr on trans- 
ference, countertransference, and dreams. 


Ina concise and highly practical contribution, Sidney . 


Crown examines contraindications for intensive, dy- 
namically-oriented insight psychotherapy, including 
the ‘hidden agenda’ behind the initial referral and 
the character and sources of unwanted effects in 
psychotherapy. 

Other essays range over the Rorschach test, the 
psychotherapist's values and their possible influence on 
the patient, listening processes in psychotherapy, synch- 
ronicity, existential psychotherapy, group therapy, and 
termination. Chapters on the current status of classical 
psychoanalysis and the psychotherapy of psychiatrists 
are also included. 

These essays are of a high calibre and sit well to- 
gether. I would recommend them to ‘beginning’ and 
experienced psychotherapists alike. 


STEPHEN P. REILLY, Consultant Psychiatrist with 
Special Responsibility for Psychotherapy, Bootham 
Park Hospital, York 


Studies of Psychosocial Risk: The Power of Longitudinal 
Data. Edited by MicHAEL RUTTER. Cambridge: 
Cambridge University Press. 1989. 392 pp. £35.00. 


All too often, research results in a set of interesting but 
inconclusive associations in which cause is indis- 
tinguishable from effect. Even to identify predictors of 
outcome entails a longitudinal approach, rather than a 
cross-sectional survey, and the identity of actual risk 
and protective factors may remain hidden; elusive 
figures in a ground of interacting alternatives. The grail 
is not just to distinguish these but also to understand the 
underlying machinery linking them to the outcome. The 
strategies and problems of this quest are reviewed in 
this book, which is based on a 1987 European Science 
Foundation Workshop. The authors are an inter- 
national selection of those who are developing 
longitudinal methodology by their active research. 

The 21 papers are arranged in couplets and the result- 
ant effect, often that of theme and discussant, is to give a 
vivid picture both of the differences in approach and of 
the limitations. Although this makes for some repeti- 
tion, it is a considerable help, for the style of presen- 
tation is variable. Most of the book is clear but, where 
occasional chapters are obscured by lengthy and poly- 
syllabic prose, they are redeemed by their subsequent 
critiques. 

The book addresses a remarkable range of reader- 


ship. For example, the chapters by Rutter and Robins, — 


on the collection of data, are straightforward reading 
and give such a good overview of a variety of issues that I 
would recommend them to all junior staff. On the other 
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hand, the chapters on statistical modelling demand & 
level of sophistication which might confine their appeal 
to the professional researcher. 

The coherent presentation of this material, otherwise 
scattered through a wide variety of journals and books, 
together with an index, makes for a good textbook. The 
coverage is thorough and, besides the inclusion of the 
problems of study design, data collection, and the sub- 
sequent analyses, there is an extensive review of the 
nature of the variables to be collected. These range from 
fundamental items, such as aggressiveness or inattenti- 
veness, to more complex patterns of behaviour, such as 
personality type, to the process of interaction between 
the individual and his context, as well as his response 
to a brief intervention. The interaction between these 
different levels of variable is complex, and their disen- 
tanglement requires complex statistics. Two themes are 
recurrent. Firstly, it is difficult to develop, let alone 
prove, a causal model sufficiently well-founded to with- 
stand the tide of later research. Secondly, the utility of 
statistics lies as much in the exploration of possibilities 
as in the proof of an hypothesis. The relevance of tech- 
niques such as path analysis and of specific packages 
such as LISREL is that they enable computer-aided 
lateral thinking. 

Original research is presented, bringing the subject to 
life, holding authors to reality, and allowing the reader 
to stand at their shoulders in the struggle to make the 
best of limited data. 

Even should the researcher resist the temptation to 
follow up his earlier cases, longitudinal issues eventually 
creep into most psychiatric studies. This book is a 
thought-provoking aid to anyone willing to reconsider 
his methodology. 


T. P. BERNEY, Consultant Psychiatrist, Prudhoe 
Hospital ' 


Agoraphobia: Current Perspectives on Theory and 
Treatment. Edited by KEVIN Gournay. London: 
Routledge. 1989. 243 pp. £30.00. 


In this volume Gournay sets out to summarise the 
current state of knowledge about agoraphobia and its 


treatment. He has a number of reasons for doing this. - 


Firstly, although effective behavioural treatments of 
agoraphobia are available, the author’s “overwhelming 
impression” is that GPs, community psychiatric nurses, 
psychiatrists, psychologists and social workers are not 
using these methods. This has resulted in the treatment 
of agoraphobia in the UK becoming ‘woefully 
inadequate across the whole spectrum of clinical 
practice”. Secondly, although the treatment of 
agoraphobia has advanced considerably over the last 
few decades, mainly due to the introduction of in vivo 
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exposure treatments, there are a not insignificant 
number of patients who refuse or drop out of treatment 
Even among those who benefit from treatment, many 
still experience symptoms and impairments to their 
functioning. There are therefore many issues in the 
treatment of agoraphobia which still need to be 
addressed. 

Of the ten chapters, Gournay contributes six; besides 
the introduction and conclusion these cover a treatment 
review, treatment failures, cognitive factors, and sex 
roles. The other four chapters are contributed by 
members of the “major mental health professions”. The 
chapter by Hudson on social factors and the role of the 
social worker is excellent, and that by Coghlan on 
medication a useful and informative summary Deakin 
writes about treatment by nurse therapists; at 52 pages 
this is excessively long, but would be a useful practical 
guide for those unused to constructing behavioural 
programmes. The chapter by Winter, written from the 
perspective of personal construct theory, fits in 
somewhat uncomfortably with the strong behavioural 
theme of the rest of the book. 

In summary, this will be a useful addition to the 
libraries of training departments for professionals who 
do not have a strong behavioural training, but it 1s 
not really suitable for the advanced researcher or 
practitioner. 


NICHOLAS TARRIER, Lecturer in Psychology, 
University of Sydney 


The Circle of Acquaintance, Perception, Conscious- 
ness, and Empathy. By Davo WOODRUF? SMITH. 
Dordrecht: Kluwer Academic Publishers. 1989. 
252 pp. £39.00. 


Phenomenological explorations of perception and 
experience are still not very popular in England. The 
English are hesitant to engage themselves in philosophi- 
cal approaches originating 1n Central Europe, and tend 
to think of them as unpragmatic and metaphysical. 

I fear this book is unlikely to make them change their 
minds. For psychiatrists and psychotherapists, pheno- 
menology can open up neglected aspects of their con- 
cepts and methods. This book, however, in spite of 
passing references to Freud and psychoanalysis, has 
little to offer them: it is very abstract and technical - a 
book written by a philosopher for philosophers. 

As a lucid introduction to phenomenology, with 
special reference to its place in the therapeutic land- 
scape, I recommend Ernesto Spinelli’s recent The 
Interpreted World. An Introduction to Phenomenological 
Psychology (London: Sage). 


Hans Conn, 7 Fabyc House, Cumberland Road, 
Richmond, Surrey 
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Editorial 


The *New Cross-Cultural Psychiatry' 
A Case of the Baby and the Bathwater 


JULIAN LEFF 


Epistemology has been one of the buzz words of the 
1980s. The Oxford English Dictionary defines it as 
“the theory or science of the method or grounds of 
knowledge". As Dr Roland Littlewood explains in 
his review article in this issue, the epistemological 
approach to psychiatry is a major component of the 
new cross-cultural psychiatry. It generates a view of 
psychiatry as a cultural product of Western societies 
in the same way as are the diatonic scale and Coca- 
Cola. These products can be exported all over the 
world and may be appreciated by the local populace, 
but are no more valid than indigenous music or 
beverages. This view of psychiatry strikes at the heart 
of its claim to be a branch of medicine, which has 
provided ample evidence of the universality of its 
disease categories. Let us consider the example of 
smallpox. This disease, which used to occur world- 
wide, was recognised locally and incorporated into 
indigenous belief systems. Thus, the Yoruba of 
Nigeria believed that smallpox emanated from the 
goddess Shopanna, while in North India it was 
ascribed to the goddess Sheetla, and the corpses of 
victims were cast into the holy Ganges instead of 
being cremated. In the 18th century, the folk belief 
in Gloucestershire about smallpox was that it would 
not affect milkmaids who had developed cowpox. 
Jenner examined this indigenous belief, considered 
it to be correct, and instituted the practice of 
vaccination, which has now totally eradicated 
smallpox from humankind. Had Yoruba or North 
Indian practices been exported to other countries, 
smallpox would have remained a major cause of 
death and disfigurement. 

The domination of the Third World by Western 
biomedicine is primarily due to its manifest success 
in treating diseases like smallpox. Different systems 
of medicine compete together in an open market 
throughout the world. Although Western methods 
of promoting pharmaceutical products give bio- 
medicine an edge, all available systems are utilised 
by clients, who gravitate towards the one which 

. Shows evident superiority in relieving the suffering 
and morbidity produced by any particular disease. 
Thus alternative systems to biomedicine flourish in 
the West for conditions which biomedicine is relatively 
ineffective in treating, namely musculoskeletal and 


psychiatric disorders (Leff, 1988). As an example 
from psychiatry, not only is the outcome for 
Schizophrenia superior in Third-World compared 
with Western countries (World Health Organization, 
1979; Sartorius et al, 1986), but the better prognosis 
does not appear to rest on the use of maintenance 
neuroleptic drugs (Leff et al, this issue, pp. 351-356). 

The other major obstacle that psychiatry faces in 
claiming to share medicine’s universal applicability 
is the lack of any demonstrable pathology which is 
culture-free and which can be used to define disease 
entities. As a result, the boundaries of psychiatric 
conditions are constantly shifting, much more often 
in response to socio-political pressures than to the 
accumulation of scientific evidence. A striking 
example is the majority vote of the American 
Psychiatric Association to exclude homosexuality 
from DSM-III. 

In the 1970s, the remedy for the bewildering 
multiplicity of diagnostic systems appeared to be the 
use of structured interviews, such as the Present State 
Examination, to ascertain the basic phenomena of 
psychiatric pathology. This held out the promise that 
8 less rickety superstructure of diagnosis could be 
built on this solid foundation. Indeed, the series of 
international collaborative studies conducted by the 
World Health Organization was developed on this 
premise. However, this approach has come under 
heavy criticism from advocates of the ‘new cross- 
cultural psychiatry’ for imposing Western concepts 
of psychopathology on non-Western peoples. This 
is seen by the more politically minded critics as 
psychiatric imperialism, enforced by the power of 
the economic and technological resources of the 
West. 

An extreme reaction of some critics has been to 
advocate the abandonment of diagnosis or even ‘‘the 
notion of 'pathology'" (Littlewood, this issue). 
When this is linked with the suggestion ‘‘that 
psychosis may generate alternative world views 
which may at times become generally accepted” 
(Littlewood, 1984), we seem to hear reverberations 
down the decades of the anti-psychiatry move- 
ment of the ’60s and of Laing’s assertion that 
schizophrenia is not a break-down but a 
break-through. 
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There is, however, a less nihilistic solution, 
although it is one that involves a daunting amount 
of work. This approach ascribes equal value to folk 
beliefs about mental illness and its categorisation as 
to the Western biomedical system of psychiatry. It 
necessitates the study of people who are considered 
to be mentally ill by the local population, most of 
whom would be treated by traditional healers in the 
first instance. The healers themselves need to be 
interviewed to ascertain the diagnostic systems they 
use, which may well vary considerably from one 
healer to another. Through these means, a native 
lexicon of disease terms and the patterns of 
behaviour to which they refer can be constructed. 
Jdeally, this work should not be done by someone 
with a Western psychiatric training, whose per- 
ceptions of abnormality will already have been 
determined. An anthropologist who is familiar with 
the local culture would be a possible choice. 

The resource demands of this endeavour are such 
that it has been attempted in only a handful of 
cultures; in particular, the Serer people of Senegal 
(Beiser et al, 1972) and rural Iranians (Good & Good, 
1982). Yet again, we are faced with the paradox that 
has bedevilled cross-cultural psychiatry throughout 
its history. The societies that are culturally most 
different from the West, and hence of greatest 
interest, are those with the least resources available 
to carry out the necessary research themselves. 
Historically, they have been *exploited' by Western 
research workers, who are often blinkered by their 
own unconscious cultural assumptions. To advocate 
waiting until such societies become wealthy enough 
to invest in research themselves would almost 
certainly mean losing the opportunity to study 
a traditional culture before it changes irrevoc- 
ably under the onslaught of Western technology. 
Genuinely collaborative studies are therefore needed 
between Western research workers, who can provide 
the resources, and indigenous personnel, whose 
understanding of the local culture is essential to the 
success of the enterprise. 

Is it necessary for such demanding exploratory 
work to be done before any cross-cultural psychiatric 
research can be attempted? If so, then most of the 
cross-cultural papers appearing in this issue are 
invalid! If this argument is used to reject research 
that has already been completed, representing as it 
does a vast investment of time and energy, there is 
a grave danger of throwing out the baby with the 
bathwater. A compromise has to be reached which 
takes due account of the practical difficulties of 
conducting psychiatric research. 

Criteria need to be established for two purposes: 
firstly, to judge which previous comparative cross- 
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cultural studies can be given reasonable credence; 
and secondly, to enable research workers to decide 
whether or not to explore indigenous belief sys- 
tems before embarking on comparative studies. 
Littlewood's review has provided a partial basis for 
such judgements in the form of a spectrum (his Fig. 1, 
p. 318) extending from the symptomatic psychoses 
at one end, through schizophrenia and the neuroses, 
to conditions such as bulimia, school refusal, and 
overdoses at the other. A theoretical bipolar 
dimension underlies this spectrum, with the bio- 
medical paradigm at one pole and the sociological 
paradigm at the other. There is an implicit assump- 
tion that culture exerts a stronger influence at 
the sociological than at the biomedical pole. 

In order to provide the criteria we are advocating, 
a second dimension has to be added, namely the 
cultural distance between the populations being 
compared. In a study of patients in London and 
Salford, it is unlikely that differences between folk 
concepts of mental illness need to be taken into 
account, as long as minority ethnic groups are 
excluded - their cultural distance from the indigenous 
population demands the preliminary ground work 
described above. 

If the two dimensions selected are represented 
graphically (Fig. 1), then studies falling in the upper- 
right quadrant certainly require an investigation of 
folk categories of mental illness before cross-cultural 
comparisons can be considered valid. Given the 
nature of the dimensions and the problems of 
measurement, these criteria can only constitute a 
rough and ready guide. However they should help 
to prevent uninterpretable data being collected in the 
future, while distinguishing what is to be valued in 
past cross-cultural research from what should 
probably share the fate of bathwater. 


EDITORIAL 
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Review Article 


From Categories to Contexts: 
A Decade of the *New Cross-Cultural Psychiatry' 


ROLAND LITTLEWOOD 


Over the last ten years a new approach to psychlatric knowledge has developed under the 
influence of social anthropology. Its origins, assumptions, methods, achievements, and 


limitations are reviewed. 


In an influential paper published in 1977, Arthur 
Kleinman challenged the then current psychiatric 
assumption that depressive reactions were identical 
across different cultures (Kleinman, 1977). This 
paper proclaimed the arrival of a ‘‘new cross-cultural 
psychiatry” rather different from the conventional 
approach which had sought in non-Western societies 
for patterns identical with those found in the West. 
Kleinman criticised as a ‘‘category fallacy" the 
assumption that Western diagnostic categories were 
themselves culture-free entities. Rether they were, 
he suggested, explanatory models specific to the 
Western context; culture was less something which 
shaped an already existing natural phenomenon 
than the context in which any idea of illness was 
conceived. 

He advocated a radical *'process of changing 
theoretical and methodological paradigms"' in order 
to develop an approach which would take into 
account the local meanings of any pattern together 
with a wide range of related behaviours before 
attempting any comparisons across societies. The 
ultimate goal remained the same as that of the *old 
transcultural psychiatry’: assessing the universality 
and cultural specificity of that area of human 
experience which psychiatrists term ‘psychopatho- 
logy’. To clarify the issues, he suggested employing a 
distinction already used by sociologists, that between 
disease, biological or psychological malfunction, and 
illness, the personal, interpersonal, and cultural 
reaction to disease (Kleinman, 1978). 

Kleinman’s paper, together with related work 
by other social anthropologists, has prompted a 
particular perspective within psychiatry. While part 
of this perspective has been to blur the traditional 
distinction between cultural psychiatry and the wider 
concerns of medical anthropology (see Appendix, 
note 1), I emphasise here those aspects of particular 
interest to psychiatry. Inevitably in a review, much 
of the interpretive value of detailed contextualised 
descriptions (on which advocates of the ‘new 


cross-cultural psychiatry’ place so much value) will 
be lost. Short lists of the more accessible key texts 
have already been published (Littlewood, 1985a, 
1986). 

Unlike psychiatry, anthropology has long ques- 
tioned the appropriateness of terms derived in one 
cultural tradition (‘family’, ‘marriage’, ‘household’, 
‘couvade’, ‘taboo’) for another. By analogy, argued 
anthropologists, we cannot presume a priori that 
such Western psychiatric categories as ‘depression’, 
‘self-mutilation’, or ‘parasuicide’, let alone ‘schizo- 
phrenia’ or ‘neurosis’, are appropriate throughout the 
world. 

Among the constituents of the new approach are: 
the history of psychiatry and medicine which 
developed following the work of Foucault; that area 
of academic psychology concerned with examining 
the universality of emotions and cognitions; the 
sociology of knowledge, and the study of patterns 
of thought and custom in history generally known 
by the French term ‘histoire des mentalités ; and 
more general critical interdisciplinary perspectives 
such as Marxism, ethnomethodology, semiotics, 
structuralism and deconstruction, together with the 
influence of Wittgenstein and Lacan. In common with 
these disciplines the ‘new cross-cultural psychiatry’ 
is wary of presuming an easy distinction between 
theory and observation, or between fact and value, 
between objective and subjective (Bourdieu, 1977). 
It is not a unified body of knowledge so much as 
a set of related approaches which uses a variety of 
recent interpretative (hermeneutic) developments 
in the humanities and social sciences to examine 
psychiatry’s claim to be a biological or psychological 
discipline, constantly pointing out the origins of 
psychiatric categories, theories, and practice in wider 
political and historical contexts. 

A criticism which is common to all the ápprosches 
is that psychiatry at present lacks any rigorous theory 
for dealing with the dialectical interplay of biology 
and human society, or for examining the relationship 
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yetween psychopathologies and its own procedures 
»f research and practice. The shift in emphasis from 
:oss-cultural comparisons of psychiatric categories 
io examining psychiatric epistemology and clinical 
»ractice in all societies has led some to use the term 
the new psychiatry’ (or even ‘metapsychiatry’) rather 
han the ‘new cross-cultural psychiatry’. 


The ‘old transcultural psychiatry’ 


The assumptions made by Kraepelin in his studies 
n Java at the beginning of the century remain the 
lominant paradigms in comparative psychiatry. 
Having delineated among German patients certain 
syndromes (which remain the basis for our classifica- 
tions (Young, 1988)), Kraepelin was faced with the 
problems of any comparison of human patterns 
across societies: how similar do patterns have to be 
before we can say that we are dealing with the same 
entity? How do we distinguish those features which 
appear to be generally the same from those which 
vary? 

Given that the psychoses with which he was 
principally concerned were each believed to have a 
distinct biological origin, Kraepelin and other 
psychiatrists had recourse to the common 19th- 
century distinction between ‘form’ and ‘content’, 
once used extensively in literary and art criticism, 
but one now largely abandoned because of the 
arbitrariness of deciding what was form, what 
content (Littlewood, 1986). It has been argued that 
the very distinction between form and content is 
only possible in languages with an Indo-European 
subject/predicate grammar (Yap, 1974), or that it 
is characteristic of modern Western thought whose 
technological advances have been fuelled by the 
analysis of wholes through the underlying properties 
of their parts, and by an empiricist theory of 
language in which names are taken as directly 
reflecting disease entities (Good & Good, 1982; 
Lewontin et al, 1984). 

Bleuler’s assumption that the characteristic dis- 
tinguishing features of schizophrenia in the West 
were primary, directly reflecting the (as yet unknown) 
underlying biological processes, coalesced with 
Kraepelin’s idea that the characteristic features 
were the universal ones, to produce a model in 
which a biological core was surrounded by a series 
of cultural and idiosyncratic envelopes (or Russian 
dolls) which had to be picked away by the researcher 
(Littlewood, 1986). As Birnbaum (1923) put it, these 
pathoplastic factors gave ‘‘content, colouring and 
contour to individual illnesses whose basic form and 
character have already been biologically established”: 
the World Health Organization (1983) offers a 
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contemporary example. The difficulty with the model 
was that the biological core.remained elusive: 
Wittgenstein (1958) compared this approach with 
picking away the leaves of an artichoke to uncover 
the ‘real’ artichoke, in the assumption that (to 
employ another metaphor) ‘‘culture is icing, biology 
cake . . .difference is shallow, likeness deep’’ (Geertz, 
1986). Consequently, the researcher attempted to 
focus on those symptoms that were characteristic 
of the presumed category, but such symptoms 
are notably elusive in psychiatry where anxiety, 
depression, and insomnia are common to a variety 
of reactions. Such common ‘soft’ features had 
then to be ignored, more by an article of faith in 
the Kraepelin-Birnbaum model than through a 
consideration of the empirical data (Kleinman, 1977). 

Thus, when faced with patients of a different 
culture, psychiatrists complained (and still do) of the 
*culturally confusing! factors which obscured the 
*real' disease process. In patients of their own 
linguistic and cultural group they had no problems 
in finding the universal categories because 'culture' 
appeared tacit and was automatically subtracted in 
the clinical assessment. As a consequence, the shared 
social context of Western patterns was ignored in 
favour of biological or psychodynamic aetiologies 
to explain interpersonal variation. 

Ignoring the full range of symptoms and their 
relationship to the patients' own beliefs and expecta- 
tions of the illness did not seem inappropriate in 
Western industrialised societies where doctor-patient 
interactions and the process of diagnosis were already 
significant aspects of social life, and where diagnostic 
decisions were generally followed .by accepted 
patterns of social response - medication, hospital 
admission, and, on occasion, suspension of civil 
rights. 

When European psychiatrists took their categories 
to other societies they ran into difficulties because 
dysphoric affects and abnormal behaviour appeared 
there as part of totally different patterns of 
categorisation and social response. Patterns recognised 
as abnormal in the West were not always locally 
recognised as unusual and undesirable (Littlewood, 
1986). Given the primacy of European psychiatry, 
local ‘psychiatric systems’ were examined, not as self- 
contained, meaningful and functioning cultural 
patterns in themselves, but as more or less accurate 
approximations to the ‘real’ (Western) classification. 
At times the understandings of tribal societies 
or of the largely non-literate Indian and Chinese 
civilisations seemed to cut dramatically across the 
Western system. The medically qualified anthro- 
pologist Seligman (1929) reported that there was 
nothing in tribal New Guinea which recalled 
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schizophrenia: as cases analogous to schizophrenia 
later appeared in New Guinea, he was criticised for 
what was later called ‘the Seligman error’ - missing a 
universal pattern of illness because local under- 
standing included it in some more general pattern 
of ritual or ultrahuman (‘supernatural’) activity. 

Non-Western patterns of unusual and undesirable 
behaviour which were locally recognised and named 
were identified by psychiatrists with Western 
categories. Thus, Kraepelin (1904) suggested that 
amok in Java was either epilepsy or catatonia, while 
the windigo reaction of North American Indians was 
confidently but variously identified by different 
authors with depression, schizophrenia, hysteria, or 
anxiety (Littlewood & Lipsedge, 1985): it now seems 
likely that windigo was in any case a local myth 
rather than a pattern of actual behaviour (Neutra et 
al, 1977), although it continues to appear as an 
example of ‘the exotic’ in psychiatric textbooks. 
Local patterns of behaviour which did not fit into 
the Western psychiatric classification were termed 
‘culture-bound syndromes’, a term that some have 
recently argued to be redundant, in that all reactions 
are to an extent culturally determined, while patterns 
characteristic of Western societies such as overdoses 
or anorexia nervosa are themselves as ‘culture-bound’ 
as any others (Simons & Hughes, 1985; Littlewood 
& Lipsedge, 1985, 1987). Rather than start with 
Western categories and then look for ‘goodness of 
fit’ between them and possibly analogous experiences 
and behaviour in other societies, a more appropriate 
schema is that in Table I. 

Professional Western medicine (biomedicine) has 
become dominant in the Third World as part of a 
more general economic and social transformation, 
associated with industrialisation and capitalism with 
their particular notions of identity and personhood 
(Mullings, 1984; Higginbotham & Marsella, 1988). 
It is thus not surprising that observed patterns of 


TABLE I 
The perception of diagnostic and cultural categories 





Researcher’s (biomedical) perception 








Local Unique to Includes one or other 

(ethnomedical) particular pattern of universal 

perception culture psychopathology 

Discrete pattern A B 

Part of larger C D 
institution , 

Not recognised E F 





From Littlewood & Lipsedge (1985). 
See text for discussion of categories A-F. 
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abnormal behaviour together with the beliefs and 
social responses associated with them tend increasingly 
to conform to Western examples (Comaroff, 1981; 
Littlewood, 1986). Thus, whatever the origins 
of amok as a socially valued political response 
(Murphy, 1982), individuals who run amok are 
now becoming increasingly abnormal in psychiatric 
terms (Carr, 1978). In other words, a greater 
proportion of amoks are now in area B of Table I 
rather than in A. Similar considerations apply to 
individuals who take on the role of the shaman, the 
inspirational healers of peoples in the Americas and 
the Arctic, who were once regarded as abnormal by 
European psychiatrists but as normal by the 
anthropologists who worked with them (Littlewood 
& Lipsedge, 1985). 

At times, what is regarded as a disease by Western 
biomedicine may carry rather different meanings 
for a community, ones relating to cosmological, 
moral or kinship disturbances. If ictal seizures are 
associated with one possible entry to the shamanic 
role (D in Table I), then the presence of ultrahuman 
(‘supernatural’) forces in the individual may be 
marked by an ‘imitation’ of epilepsy (area C) (the 
psychiatrists’ ictomimetic (psychogenic) seizures), 
while something like epilepsy locally recognised 
as a sickness but not part of a shamanic or 
similar institution would be located in B (cf. Levy 
et al, 1987). A pattern such as the ‘couvade’ 
symptoms which over half of American males with 
pregnant spouses experience - a discrete pattern of 
gastrointestinal symptoms for which they have 
sought medical attention but which is not recognised 
locally (Lipkin & Lamb, 1982) - would be located 
in E. 

The form/content model, despite its associated a 
*category fallacy', does seem to produce useful 
conclusions where there is evidence of invariant 
biological change which can be said to ‘determine’ 
the behaviour and experience in a unique way such 
that they do not seem to occur without it. Examples 
would be delirium tremens and possibly Gilles de la 
Tourette's syndrome, although behaviours similar 
to that in Tourette's syndrome are found in the 
experimentally induced hyperstartle response and in 
social institutions which employ hyperstartling 
(Simons, 1983). The International Pilot Study of 
Schizophrenia (IPSS), a classic instance of Kleinman's 
‘category fallacy’, has produced evidence that a core 
Schizophrenic syndrome may be identified among 
first-contact cases in widely differing stable societies-4 
(Sartorius ef al, 1986). What it has not shown is the 
extent of the cultural contribution to the illness, 
supposedly one of the intentions of the study 
(Kleinman, 1987). By its emphasis on a core group 
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which generates comparable rates across cultures, it 
ignores the cases at the edges, where there is a much 
greater difference in rates (a three-fold difference 
between Aarhus and Chandigarh for the ‘broad’ 
category of schizophrenia). The symptoms of schizo- 
phrenia thus appear to be simply a manifestation of 
an underlying disease process; taking the wider 
category of schizophrenia suggests alternately that 
schizophrenic symptoms might also be understood 
as a response to a variety of insults, whether 
neurological or social. Examining stable societies 
rather than groups of refugees or communities in 
the midst of social upheavals also emphasises 
intrapersonal biological or genetic differences in the 
aetiology of schizophrenia. 

Nevertheless, the IPSS has demonstrated that we 
are unlikely to be able to explain all instances of 
Schizophrenia solely using a sociological under- 
standing, as was previously assumed by some 
anthropologists such as Bateson. Perhaps signifi- 
cantly, the sociological analyses of the IPSS results 
have been limited to prognosis of an illness 
taken as biological: vague generalisations about 
industrialisation and schizophrenia (Cooper & 
Sartorius, 1977), or capitalism and unemployment 
(Warner, 1985), or the use of the ‘social response’ 
model of expressed emotion (Leff et al, 1987). While 
the latter does suggest that the family response which 
predicts a poor prognosis in Britain has the same 
predictive value when 'translated' to India, this 
conclusion omits the problem that one British 
measure, ‘overinvolvement’, tends to be rated rather 
less in the Indian context. Nor can we assume that 
factors which predict a poor prognosis within a 
society are those which necessarily differentiate 
prognoses between societies. 

Historical and cultural variations in syndromes 
do not of course preclude possible biological 
determinants (Warner, 1985); Hare, 1988), but much 
comparative psychiatry has attempted simply to 
fit ‘exotic’ patterns into a universalist, usually 
biological, framework; thus piblokto, once considered 
as a biological disease, is now a ‘culture-bound 
syndrome', kuru, however, the reverse (Lindenbaum, 
1979; Littlewood & Lipsedge, 1985). 

Psychiatry remains balancing the two dominant 
academic paradigms: in that of the natural sciences, 
biological processes determine behaviour and 
experience; in that of the humanities and social 
Sciences, human societies select out for remark, 
“classification, and amplification certain aspects of 

the natural world (Littlewood, 1984a; Scheper- 
Hughes & Lock, 1987). Going one way we have 
biological determination, going the other way we 
have social choice. The problem for psychiatry 
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(perhaps the reason for its continued existence) is that 
both paradigms appear necessary and that, in 
themselves, both are limited: clearly the opiates 
constrain the range of human behaviours enacted on 
them/caused by them more than does qat or alcohol 
(Westermeyer, 1982; Kennedy, 1987; Douglas, 1988); 
the point however at which we say a psychoactive 
substance ‘determines’ (rather than ‘limits’) behaviour 
and institutions remains arbitrary. 

Psychoanalysis once seemed to offer a promising 
alternative to the pathogenic/pathoplastic dichotomy 
in comparative psychiatry, for it contains the 
idea of a dialectical interplay between biology and 
Society, which results in dynamic compromises 
(psychology) serving both individual and social 
needs. Psychoanalytical anthropologists however 
placed a particular primacy on the patterns elicited 
by Freud and his colleagues in middle-class European 
patients and then, in frequent disregard of the 
ethnographic data (note 2) ‘found’ them in other 
societies (Wallace, 1983). Much interest was devoted 
to determining the universality or otherwise of the 
Oedipus complex in matrilineal societies: again the 
general European pattern was taken as the basic 
form, with local patterns only as variants or 
incomplete forms (Littlewood, 19885). 

Both descriptive psychiatry and psychoanalysis were 
indebted to 19th-century notions of ‘evolution’ and 
*development'; Kraepelin (1904) explained the Javanese 
presentation of illness as reflecting a ‘‘lower stage of 
intellectual development"; Freudian theory was predi- 
cated on similarities between the archaic, the 
primitive, the child, and the neurotic as being early or 
arrested. forms of psychological development 
(Littlewood, 1989). The consequence was the whole- 
sale pathologisation of some small-scale communities 
as ‘paranoid’, ‘obsessive’ or whatever (Littlewood 
& Lipsedge, 1989). 

Few anthropologists, some Marxists excepted, 
would now accept a general notion of unilinear 
social evolution, with cultural institutions and 
psychology completely determined by underlying 
forces, whether those of biology or of production 
(Godelier, 1986). While in certain instances it has 
been argued that psychoanalytical insights may 
be useful in understanding idiosyncratic patterns 
(Obeyesekere, 1981), others have argued that psycho- 
analysis has little to contribute to the social sciences 
as it is merely a biologised version of everyday 
commonsense assumptions (LaMarque, 1988; 
Littlewood, 1989). On the whole, anthropologists 
have placed little emphasis on childhood experiences 
and regard childrearing patterns as the manifesta- 
tions of social institutions rather than as their 
origin. 
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Procedures and assumptions 
in the ‘new psychlatry’ 


While much of the new approach is similar to other 
attempts to place psychiatric theory and practice in 
context by critically examining historical records and 
classic texts, as in the area of gender and mental 
illness (Showalter, 1987), its usual procedure is that 
of social anthropology: participant observation 
in a small-scale community or social group with 
extensive collection of information about what the 
group do, what they say they do, interpreted with 
the aid of different theoretical approaches which 
might emphasise ecological constraints, social conflict, 
the logical structure of local understandings, or the 
general homeostasis of the whole system (Littlewood, 
1985a; see also note 2). 

There is a particular interest in analogues of 
Western psychiatry and its diagnostic categories, and 
the examination of these in the context of their 
culture (note 3), as local categories of understanding 
can cut across such tacit biomedical distinctions as 
cognition versus affect, intrapsychic versus inter- 
personal, psychological versus somatic. In Trinidadian 
Creole villages a not uncommon experience is 
tabanka. Tabanka typically happens to a man, when 
his partner or spouse deserts him for another. Local 
villagers describe its characteristics as lassitude, 
insomnia, anorexia, feelings of worthlessness and 
hopelessness, anger, and a loss of interest in work; 
in extreme cases it is believed to lead to suicide or 
madness. (Littlewood, 19855). This, of course, all 
recalls the psychiatric notion of ‘reactive depression’. 
It is not identical with it however, because tabanka 
can only occur in its own particular situation; it is 
not medicalised by recourse to local medicines or to 
the doctor, and indeed is not regarded as a sickness 
so much as an unpleasant joke. This is not because 
the community lack an interest in, or words to 
describe, what we might term *mental states' (on the 
contrary, they have an extensive lexicon in both 
English and Creole (Littlewood, 1988a)), but because 
the idea of tabanka articulates a certain pattern of 
economic relations between men and women, 
themselves consequent on wider patterns of post- 
colonial exploitation. Comparison with other classes 
and groups in Trinidad shows that tabanka is less 
salient among them because of their different 
economics of married life. 

We could, if so inclined, devise a rating scale for 
the subjective experiences of tabanka, standardise 
it on the local population, and then carry out a 
‘reverse’ category fallacy and administer it to a 
European population, comparing ‘rates of tabanka’. 
This is precisely what transcultural psychiatry 
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traditionally has done, starting from the European 
end. It is not that such exercises are completely 
meaningless, but that comparisons both of the. 
psychiatrists’ reactive depression and of tabanka (and 
a host of other categories) are necessary before we 
can reach useful conclusions about the universality 
of dysphoric states. Shweder (1985) argues that if we 
attempt to do this, the most common characteristic 
to emerge is not the experience of 'depression' (a 
phenomenological sinking downwards of the self) 
but of something being removed out of our normal 
state of well-being, already well described in the Latin 
American experience of soul loss. Much of Western 
psychology and psychiatry is a professionalisation 
of certain key metaphors derived from popular 
understandings (schizophrenia/affective illness paral- 
leling cognition/affect and thus head/heart (Lutz 
1985)) or from our experience in physical space 
(heat/cold, depression, extrusion, and catharsis~ 
(Nicod, 1962)). 

If we cannot start by presuming the existence of 
a universal biological or psychological abnormality, 
we need to take into account the whole context of 
a particular experience and its personal meaning even 
if it leads us to such areas as local politics or social 
structure, which at first do not seem obviously 
relevant to the Western psychiatrist (Herzfeld, 1986). 
A classic study in the new cross-cultural psychiatry 
is that by Good & Good (1982) in rural Iran. They 
started with the local categories of distress and then 
explored the full range of local meanings associated 
with them, and only then carried out an epidemio- 
logical study. ‘‘The meaning of illness for an 
individual is grounded in - though not reducible 
to-the network of meanings an illness has in a 
particular culture: the metaphors associated with a 7 
disease, the ethnomedical theories, the basic values 
and conceptual forms, and the care patterns that 
shape the experience of the illness and the social 
reactions to the sufferer’’ (Good & Good, 1982). In 
Iran a variety of problems (family conflicts, poverty, 
bereavement, guilt, other physical disorders) may 
lead to heart distress, understood as a disturbance 
of the heart ranging from mild overactivity to 
fainting and heart attack: a much broader set of 
contexts than /abanka. 

The near ubiquity of hot/cold systems in local 
medicines may be due in part to cultural diffusion, 
in part because of the obvious salience of the 
experience of hot and cold in everyday life and in | 
sickness (Manderson, 1987). The emphasis on thé_; 
heart in Iran possibly derives from its place in 
Galenic medicine as an organ of the emotions, 
still found in popular British associations of the heart 
with intense affects and in the biomedical associations 
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between coronary artery disease and ‘type A 
behaviour' (Helman, 1985a, 1987). Members of 
another community whose local understandings of 
` sickness are influenced by Galenic- Arabic medicine, 
Punjabi immigrants in Britain, articulate a range of 
problems similar to those of rural Iranians through 
the experience of the ‘sinking heart’ (Krause, 1989). 
*Sinking heart' was once a professional medical 
diagnosis in Britain (MacDonald, 1981), while 
cyclothymic mood changes are still referred to as 
‘highs’ and ‘lows’ in communication between 
psychiatrist and patient, and the imagery of anti- 
depressants provided by advertisements in British 
psychiatric journals employs various depictments of 
vigorous upward movement. 

To note such similarities between historical 
European understandings of illness and those from 
communities in the Third World does not imply a 

-necessary progression from these to more advanced 
‘scientific’ models so much as noting the pervasive 
influence of biomedicine in association with 
industrialisation (Mullings, 1984; Littlewood, 1988; 
Higginbotham & Marsella, 1988). It is debatable 
whether the currently popular psychiatric concept 
of stress provides any significant advance in 
understanding over that of heart distress (Young, 
19802) or other local categories (Harris, 1978). 
Indeed, despite problems of increasing complexity 
and diminishing returns with mathematical models 
employing causal/linear relationships, those who 
attempt to examine ‘stress’ and ‘support’ still regret 
that they ‘“‘lack means of nullifying the effects of 
the subjects! search for meaning" (Alloway & 
Bebbington, 1987). 

Contemporary Western thought distinguishes 

~- naturalistic explanations (involving physical proceses 
shared with other natural phenomena independent of 
human consciousness, law governed and predictable) 
from personalistic explanations (employing such 
fundamentally human characteristics as meanings, 
goals, and motivations) (note 4). Western medicine 
privileges the naturalistic above the personalistic, 
leaving psychiatry on the borderline uneasily moving 
in one direction or the other. On the coat-tails of 
naturalistic biomedicine, however, come a series 
of medicalised ways of dealing with personal 
distress - overdoses, chronic pain disorders, 
factitious illness, agoraphobia, and anorexia nervosa 
(De Vries et al, 1982; Littlewood & Lipsedge, 1987). 

Trinidadian understandings of illness distinguish 

—physical (naturalistic) sicknesses from those patterns 
analogous to psychosis and epilepsy, which are 
understood in personalistic terms (Littlewood, 
1988a). Some years ago they seem to have been less 
clearly differentiated. In part this is because of the 
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success of biomedicine in treating acute illness and 
thus in its naturalistic rationale, but in part it is due 
to the image of the ‘madman’ in Trinidad, an image 
which condenses a complex set of attitudes and local 
identities reflecting black-white relations in the 
Caribbean. 

As the local categories analogous to Western 
medical categories often seem in other societies to 
extend into ‘non-medical’ areas of everyday life, the 
new cross-cultural psychiatry is frequently merely one 
element in a more general anthropological study: even 
terms like ‘illness’ or ‘therapy’ are sometimes regarded 
as too eurocentric, and anthropologists prefer 
‘distress’ or even ‘representation’ (of social values), 
‘understanding’ rather than ‘medical knowledge’ or 
‘nosology’ (Comaroff, 1983). If at times this reads 
rather clumsily, it has the merit of not involving a 
priori judgements about universality. Any ethno- 
graphic account is to an extent the translation of a 
set of accepted everyday understandings into another 
language and another pattern of explanation, which 
are taken to have a greater universality. Medical 
anthropologists inevitably use terms in their own 
native language which have their own context of 
meaning, particularly in the area of the emotions. 
A balance has continually to be drawn between using 
jargon or alternatively providing accessible but 
erroneous equivalents in standard English. 

Few medical anthropologists go so far as to 
maintain that the ideas developed by their informants 
may actually offer a more accurate understanding 
of events than does Western social theory. Taussig 
(1987) however suggests that the visions of the social 
world which occur after consumption of the 
hallucinogen yagé among Columbian Amerindians 
accurately mirror the historical world of: colonial 
terror and the local response - the elaboration of 
local healing systems, including yagé (to which, 
ironically, the whites too are now having recourse). 


Some themes in the ‘new psychlatry’ 


Conceptualisations and classifications of sickness 


Anthropologists have always been interested in the 
ways in which their informants classify the natural 
world or human institutions, and the logic by which 
these are assembled into a classificatory system. 
The 19th-century assumption that non-Europeans 
employed a different type of reasoning has been 
superseded by the recognition that all human 
communities employ both deductive and inductive 
logic, both concrete and abstract reasoning, but they 
do so within limits determined by their societies’ 
norms (Shweder & Bourne, 1982). What was once 
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regarded as ‘magical’ thinking on the origins of 
sickness or misfortune is now taken as a concern with 
the ‘why’ rather than the ‘how’: cultures differ not 
by their cognitive faculties but in the focus of their 
interests. Western medicine, through its technological 
interest in the ‘how’, leaves the individual with 
chronic or serious illness little help in answering the 
question ‘why me?’ (Kleinman, 1988a). In the case 
of serious psychiatric illness, medicine also appears 
unable to offer any understanding in terms of 
commonsense, everyday knowledge (Littlewood, 
1988a). 

One of the major influences on the rew psychiatry 
has been ethnoscience (note 2), the examination of 
the structures of popular classificatory systems, 
particularly lexical categories, which may or may not 
*fi with the categories employed by psychiatrists. 
One tentative conclusion is that a pattern of 
behaviour analogous to chronic psychosis appears 
to be recognised (though not always named) in all 
societies, and that it is characterised principally by 
‘unintelligibility’ (Westermeyer & Wintrob, 1979; 
Horwitz, 1982) and, except in certain religious sects, 
‘undesirability’, whether the ultimate explanation is 
in naturalistic or personalistic terms (Littlewood, 
19845; Morris 1985; McDaniel, 1989). 

Ethnoscience initially presumed that folk models 
of psychiatric illness would be similar to Western 
medical theory in making clear distinc-ions between 
symptom and syndrome, between aetiology and 
prognosis, and that there would be the same kind 
of one-to-one correspondence between disease entity 
and name which has been assumed in Western 
medicine since Sydenham (Good & Good, 1982). The 
usual procedure was to ask informanis to describe 
the characteristics of the sicknesses they could name, 
and then to organise them into the same sort of 
nosology as did medicine. A more sophisticated 
version, which takes into account aspects of 
classification which might not be immediately 
volunteered, is that of propositiona: analysis, in 
which each category is assessed on all the available 
qualities of all identified sicknesses, similar in design 
to a repertory grid (White, 19824). Thus, while 
physical sicknesses in rural Trinidad are immediately 
distinguished by their hot or cold properties, madness 
and malkadi (‘epilepsy’) are agreed to be ‘hot’ on 
direct questioning although not normally described 
in such terms, enabling the anthropologist to 
elaborate a more complex but implicit classification 
of sickness (Littlewood, 1988a). 

We might argue with Wittgenstein (1958) that 
"what we call descriptions are instruments of 
particular uses’’: that such classifications can only, 
reproduce inappropriate approximations to psychiatric 
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nosologies in which the logic of classification 
supposedly parallels the conventional procedure of 
diagnosis. As it is possible to employ a concept 
without having a term for it (Lewis, 1980) we can, ` 
alternatively, pay greater attention to what people 
actually do pragmatically in cases of sickness 
(Young, 1980b; Morris, 1984; Kirmayer, 1989): 
either by using an inferential model, by which 
we examine the decisions people intend to make 
in diagnosis and treatment, in order to trace 
the conceptual path of their medical practice 
(D'Andrade, 1976), or with a procedural model, 
observing the management of actual episodes of 
sickness. Classificatory terms are externally imposed 
on illness experiences. They may be more figurative 
expressions than richly embedded and lived realities. 
Their categories are not permanently fixed: people 
actively exploit the ambiguities of existing representa- 
tions and apply new meanings and values to them .. 
in different contexts (Rasmussen, 1989). Illness 
categories are strategies as well as explanations, 
ironies as well as realities, for classifications are not 
pure cognitions but always directed to a practical 
Object, and their coherence is structured by relations 
between the sexes, age groups or social classes 
(Bourdieu, 1977). In different situations different bits 
of the system come into play, often in a different 
relationship to each other than they would have had 
at another time. They are polythetic not monothetic 
(Littlewood & Lipsedge, 1987). 

What people say they do does not always accord 
with what they do in practice, for formal psychiatric 
systems in particular often employ wider ideological 
assumptions which are not easily contradicted in 
public debate. In Trinidad, when people are asked 
about the course of madness, they usually respond - 
with ‘‘Once mad always mad’’, emphasising a clear 
distinction between madness and sanity but also the 
impossibility of treating the former (Littlewood, 
1988a). In practice, when the individual is a close 
friend or relative, a variety of steps is described 
between everyday life and insanity through such 
categories as ‘half-mad’ or ‘pressure’. Such 
reluctance to use stigmatising labels when the 
putative patient is socially close appears common to 
most societies (Horwitz, 1982) - not a finding one 
could necessarily have predicted, for an alternative 
approach might have been to exaggerate the distance 
from the disordered relative. 

Good & Good (1982) emphasise that the signifi- 
cance of a system of classification emerges only when— 
we take into account not only all the meanings the ` 
illness terms connote and relate to, but also the actual 
context and identities of the people involved: ''the 
meaning of illness categories [is] constituted not 
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primarily as an ostensible relationship between 
signs and natural disease entities or as indigenous 
classifications, but as ‘syndromes’ of symbols 
- and experiences which typically ‘run together’ for 
the members of a society". Similarly, we can show 
that the decisions made by Western physicians are 
often based more on immediate social contexts or 
moral values than on the stated medical assumptions 
presumed in textbooks (Gaines, 1979; Gordon, 
1988). Selection for psychotherapy, for example, 
appears related more to ethnic status than to 
diagnostic criteria even though ethnicity itself 
has been argued to influence diagnosis (Meltzer, 
1978; Littlewood & Lipsedge, 1989). 

The practical logic of intervention may prove to 
be very similar for diverse medical understandings, 
both professional and lay: if we unsuccesfully 
treat an unknown sickness with treatment X to 
which sickness A usually responds, then we try 
treatment Y to which a similar sickness B responds, 
in the likelihood that our sickness is B (Janzen, 
1978). 


Pluralism and the resort to treatment 


Not only may a particular disease elicit a variety 
of diagnoses with their distinct treatments, but 
different patterns of treatment may be available 
in rather distinct institutions, each with their own 
theoretical assumptions, techniques, personnel, and 
training (Sargent, 1982). To an extent the individual 
can choose between the different approaches: the 
West assumes that it has more choice of treatment 
than elsewhere but the reverse is frequently true, 
and Third World societies may offer the sufferer 
a great variety of solutions, medical or religious, 
individual or group (Janzen, 1978; Comaroff, 
1981; Bhattacharyya, 1986; Weiss et al, 1988). 
In the West, acute severe psychiatric illness, like 
immediately life-threatening physical illness, is 
usually monopolised by professional doctors, leaving 
chronic sickness and minor psychological disorders 
to a variety of lay therapists. Particularly in cases 
of intractable illness, self-help groups, best known 
in the West in the form of Alcoholics Anonymous 
(Antze, 1987), may provide a distinctive ideology, 
with a recognition of the problem as being 'real' 
(frequently biological) and yet critical of professional 
interventions. Like the American Mental Health 
Movement or the self-help organisation for narcotic 
addicts, Synanon, or the Zairean ‘hernia societies’, 
* such groups often attempt to become powerful in 
the wider society, taking on functions far removed 
from the alleviation of personal distress (Janzen, 
1982). 
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The category of the person 


To the Mahanubhav healing centres of western India 
women bring their psychotic relatives after psychiatric 
in-patient intervention has proved unavailing: through 
a local understanding that women are in some sense 
responsible for the health of their family, the ill 
relatives are then ignored while the women go into 
trance on their behalf (Skultans, 1987). Such a trance 
is seen as a penance for the women: they explain that 
they themselves have been affected by the possessing 
powers which have caused madness in the family. 
To an extent, their seeking possession is an attempt 
to draw tbe affliction away from the psychotic 
individual further onto themselves. Such a model of 
sickness would appear very much at variance with 
the assumptions of biomedicine, psychiatry excepted, 
where, for a number of years, family interventions 
have been used in psychosomatic illness and 
alcoholism (Steinglass et al, 1988) and, as with the 
Mahanubhavs, in chronic schizophrenia (Leff et al, 
1987). Family and group therapies themselves are 
often modelled explicitly on the classic anthropological 
accounts of healing in tribal societies, part of a 
Western trend against what is felt to be biomedical 
reductionism and in favour of a rather romantically 
conceived ‘holistic’ healing as supposedly practised 
in small-scale communities (Littlewood, 1989): the 
choice in these between (synchronic) systems theory 
or (diachronic) developmental models is demonstrated 
in their terminology - respectively ‘enmeshment’ or 
‘regression’ (Littlewood, 1989). 

Any conceptualisation of sickness, but particularly 
psychiatric illness (or its analogues in non-Western 
societies), involves certain assumptions about the 
individual self and its relationship to shared values 
and perceptions and to others (Marsella et al, 1985). 
The Cartesian notion of a self coterminous with the 
body which informs both our understanding of 
Schneider’s first-rank symptoms (Fabrega, 1982; 
Barrett, 1988) and the form/content model of the 
‘old transcultural psychiatry’ has been examined by 
anthropologists and philosophers, following Mauss’ 
suggestion that such a notion is as socially constructed 
as any other ‘indigenous psychology’ (Heelas & 
Lock, 1981; Marsella & White, 1982; Carrithers et 
al, 1985; Wilkes, 1988). 

The locus of the Western self is quintessentially 
the individual body. While the understanding of the 
body is a function of wider cultural ideas within a 
society, its morphology and functioning reciprocally 
provide certain root metaphors to describe society 
itself - homeostasis, periodicity, genesis, structure, 
and conflict (Littlewood, 1984a). Taussig (1980) 
reminds us that the body is a **cornucopia of highly 
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charged symbols - fluids, scents, tissues, different 
surfaces, movements, feelings, cycles of changes con- 
stituting birth, growing old, sleeping and working", 
none of which can be understood independently of 
the meanings we ascribe to them. Western ideology 
assumes that society is comprised of a number of 
similar and essentially replaceable selves, each 
distinct from any social role (Shweder & Bourne, 
1982; Parfit, 1984). The Jocus of psychopathology 
is thus within the individual body, in its constitution, 
personality, and history, and this is then the 
appropriate focus for psychiatric intervention. 

By contrast, the essential unit for Chinese society 
is not the body but the community, particularly 
the family (Metzger, 1981). Not only is the family 
the locus for what we might term ‘psychopathology’, 
but physical symptoms too can be understood 
only through the individual's relationships with 
others. A disturbed body reflects disharmony in 
the social order and appropriate treatment is less 
psychological than somatic and moral (Wu, 1982). 
This understanding is far from the old Western 
assumption that non-Western societies have undif- 
ferentiated selves: it is rather that the self may be 
differentiated according to quite different criteria, 
frequently ‘moral’ rather than ‘psychological’ 
(Harré, 1986). 

Familiar psychodynamic distinctions between 
‘inside’ and ‘outside’, with their assumption that 
autonomy is in opposition to collective values, are 
inadequate for considering disturbances in amae, the 
Japanese value, both psychological and moral, 
in which the individual gains selfhood through 
reciprocal obligations to others (De Vos, 1985). The 
usual English gloss of amae is ‘dependency’, 
inevitably pejorative in a context where selfhood is 
regarded as something achieved agairst others, as 
something individual and psychologiczl rather than 
social and moral. The Western incividual is a 
psychological entity which has independent moral 
values, and this is reflected in attitudes to mental 
illness. This is not necessarily so elsewhere. In India 
critical comments about a mentally ill family are still 
associated with ‘warmth’ - not in Britain (Leff et 
al, 1987). 


The self as a biography 


We cannot however make simple distinc-ions between 
‘Western’ and ‘non-Western’ systems. Popular 
Indian understanding of minor psychological distress 
is often physiological (Weiss et al, 1988), while the 
traditional Hindu notion which includes ‘the self’, 
atman, is not something embodied i3 situational 
behaviour as in China so much as imperfectly 
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reflecting a transcendental self, close to something 
Christians might term *the soul' (Bharati, 1985). 

Even within a relatively restricted group, American 
psychiatrists, a variety of different notions of 
personhood are employed (Gaines, 1979). A common 
idiom is that of ‘development’: the individual gains 
an identity through situations and choices in the 
course of life. In psychiatric emergencies the patient 
and doctor together construct a ‘narrative’ of the 
events which have lead up to the consultation, and 
this provides the rationale for treatment (Rittenberg 
& Simons, 1985). 

One recent theme in social anthropology, particu- 
larly in studies of Western societies, is how the 
individual (and others) constructs ‘selfhood’ through 
a personal narrative of events in their lives (note 5). 
In a subject relatively neglected by the new cross- 
cultural psychiatry, Langness & Levine (1986) 
examined how mentally handicapped people define 
their difficulties through various explanatory models 
which interpret their personal relationships with 
doctors, social workers, and other agencies. It is 
perhaps surprising that they sometimes prefer to 
offer the image of insanity rather than 'slowness'. 

Kleinman (19882) shows how the theoretical 
assumptions of Western psychiatry can be revealed 
through the clinical ‘life histories’ of patients. The 
biographical approach reveals certain strategies 
which patients may together use to shape and deal 
with illnesses such as strokes (Kaufman, 1988), 
epilepsy (Scambler & Hopkins, 1986) or chronic 
schizophrenia (Estroff, 1981; Glass, 1989), or how 
relatives recognise ‘senility’ (Johnson & Johnson, 
1983). 


Psychologies, somatisation, and the lexicon of affect ` 


If psychologies are regarded not as empirical 
descriptions of how people actually function so much 
as a part of Western societies’ (in particular) 
definition of the person and of moral agency, the 
psychological theories we use should tell us much 
about how abnormal experience and behaviour are 
caused and responded to. The recognition and 
classification of emotions may account less for how 
people feel than what society believes they should 
feel (Myers, 1979; White, 1982b). While biology does 
appear to provide a discrete basis for patterns which 
develop in the adult as anger and fear (Eckman, 
1980), the same is not true for such ‘emotional’ 
distinctions as that between envy and jealousy. 
The boundaries of what we term’ *psychologies' 
differ greatly (Heelas & Lock, 1981); as with 
the atman, the concepts employed may involve 
what to the the Western-trained psychiatrist appear 
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‘supernatural’. Thus the ‘multiple souls’ of West 
African systems can be seen as a psychology, that 
is as a way of dealing with the relationship between 
` thought and society, human agency and natural 
processes. Similarly the Sora, a tribal people of 
central India, engage through a shamanic medium 
with the sonum, the dead person, to discover the 
cause of their death, but a sonum is not just a spirit 
but something better glossed as ‘memory’, as a 
set of forces and values perceived as external but 
which affect the living individual through actually 
constituting part of their own experiences and 
personality (Vitebsky, 1990). The psychiatric under- 
standing of the so-called ‘possession states’ places 
them as 'near pathologies', in which a discrete 
bounded individual self is experienced as replaced by 
another ‘spirit’, which is regarded as a disembodied 
personage; rather than as the operation of a 
psychological faculty or moral value (Littlewood & 
Lipsedge, 1987). Medical interactions in the West 
develop an equivalent - multiple personality disorder 
(Scheper-Hughes & Lock, 1987). 

Leff’s wel known suggestion that emotional 
experience can be differentiated only when an 
individual has access to an extensive lexicon of 
psychological terms, found in the more ‘developed’ 
systems of thought (Leff, 1973), has been criticised 
by many of the contributors to a symposium on the 
psychiatry of affect (Kleinman & Good, 1985). Leff's 
paper is cited as a classic example of Kleinman's 
‘category fallacy’: taking the measures of abnormal 
mood determined by the Present State Examination 
and applying them in another cultural tradition 
to find less differentiation between individuals' 
responses, implying they are ‘less psychologised'. 
That the group under study were English-speaking 
Black Americans does not affect the issue in that 
their own affective lexicon and network of emotional 
understandings were not explored: the usual procedure 
of standardising questionnaires across social and 
language groups by translation and back-translation 
only yields some degree of semantic equivalence, not 
the range and context of available experience and 
expression (Lutz, 1985, 1988). It is possible to have 
a range of emotional terms which are severely 
restricted compared with those available in standard 
English (which in any case are hardly experienced 
as discrete psychological states): this does not 
lead to any lack of individual differentiation 
(Howell, 1981). Contrariwise, small-scale, non- 
literate communities may have an extensive lexicon 
of internal mental states (Myers, 1979). 

One of the most detailed studies of affect and 
culture was carried out in China by Kleinman 
(1986). Using epidemiological, questionnaire, and 
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ethnographic techniques, Kleinman examined the 
persistence of the category of ‘neurasthenia’, showing 
that its somatic model satisfies both traditional 
Chinese medical systems and biologically orientated 
Western medicine. During the Cultural Revolution 
the psychological expression of personal distress was 
discouraged, and a more satisfactory idiom was that 
of neurasthenia which was regarded as a physical 
disease for which appropriate somatic treatment was 
available. (By contrast, the Islamic Revolution in Iran 
transformed the private experience of emotion into 
a valued public expression (Good & Good, 1988).) 
Psychiatrists in China were regarded as politically 
reactionary, while individuals with *personality 
problems’ were ‘disaffected’. The Chinese experience 
argues against any general evolutionary tendency 
from somatisation towards psychologisation: merely 
that in certain political contexts which particularly 
emphasise a tight moral consensus, the experience of 
somatic distress might well be more appropriate than 
psychological distress in which (as in psychodynamic 
therapies) the physical expression is devalued and 
translated into an intrapersonal conflict: the somatic 
expression of anxiety is focused on, ordered and 
amplified while its social and personal context is 
ignored (Kleinman, 1986). Because of the primacy 
of psychology and personal experience in the 
West, the physical experience of distress is often 
‘psychologised’ through psychiatry (Helman, 1985a). 


The question of universals 


Kleinman’s neurasthenic patients in China responded 
to tricyclic antidepressants and 87% fulfilled the 
criteria for major depressive disorder (Kleinman, 
1986). We cannot conclude that neurasthenia is 
‘really depression’, merely that both share certain 
features. To decide whether ‘depression’ is universal 
(the starting point for the new cross-cultural 
psychiatry), we have to specify which of the meanings 
of the English word is involved: a mood state, a 
symptom, or a syndrome. Current evidence (Kleinman 
& Good, 1985) suggests that the somatic symptoms 
of endogenous depression do seem to be universal, 
but this is not to say that the appropriate name of this 
illness is ‘depression’, merely that in the West the 
everyday experience of depression comes to the fore 
in this illness to the point of becoming for psychia- 
trists its most characteristic feature. Rather than 
assume that biology offers a final common path for a 
variety of biological, social, and psychological 
antecedents, it is more appropriate to see the cultural 
idiom of distress, whether depression or soul loss, 
as the final path; it is after all patients’ experiences 
that are the point of entry to psychiatric ‘caseness’. 
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The new cross-cultural psychiatry is not however 
opposed to the search for common biological or 
cultural features, in spite of its current emphasis on 
social specificity. Against those anthropologists who 
have argued that the Jatah reaction in Malaysia and 
Indonesia can be fully explained by local values, 
Simons (1983) suggested that it is merely one form of 
what is known to psychologists as the ‘hyperstartle 
reaction’. Whether induced by experimental psycho- 
logists or Indonesian society, its features (response to 
minimal stimuli with exaggerated startles, coprolalia, 
automatic obedience, and echopraxia) are remarkably 
common across cultures. Intriguingly, Simons notes 
the similarity with Tourette’s syndrome, once 
regarded as hysterical, and suggests that obscenities, 
which themselves are relatively similar in different 
languages, may be ‘‘neurologically coded in some 
special manner’’. Simons & Hughes (1985) returned 
to the question of classifying culture-specific 
patterns, which has been generally avoided by the 
new approach in comparative psychiatry in favour 
of contextual studies. Using the phenomenological 
similarities of each pattern they group them into 
wider cross-cultural taxa. By contrast Littlewood & 
Lipsedge (1987), using the anthropological notion of 
‘symbolic inversion’, have argued that universal 
features should be sought through examining 
constants in the political and symbolic relationship 
between everyday and abnormal behaviour. 

Although within societies clear-cut genetic 
associations are rare in psychiatric illness (with the 
exception of the psychoses and certain neurological 
diseases), together with the wide variations in 
‘neurotic’ patterns cross-culturally, there has been 
an assumption that universality of patterns across 
societies implies biological causality. That Chinese 
communities however have low levels of alcohol 
consumption and alcoholism has been attributed to 
an inherited susceptibility to flush after drinking, 
because of a particular pattern of liver enzymes, 
especially acetaldehyde dehydrogenase. However, 
within Chinese groups we do not find the expected 
inverse relationship between drinking and flushing 
which occurs between societies. Lee (1987) argues 
that alcohol is actually more reinforcing for the 
Chinese because of slower elimination, and therefore 
social sanctions endorse infrequent and public 
drinking. The historical evidence suggests that in the 
past there have been punitive sanctions against 
alcohol in China which would hardly be necessary 
on the simple flushing model. In certain cases then 
biological variations might well be significant 
in explaining differences between cultures, but we 
are unlikely to find a simple cause and effect 
relationship. Kleinman (1988) reminds us that 
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evolution serves as a potential source of variation 
in human society, not uniformity. 

Conclusions of widespread generality are inappro- 
priate in psychiatry where ‘psychopathology’ includes ` 
patterns closely constrained by a discrete biological 
process as well as illnesses that can only be understood 
by paying close attention to individual personality, 
life experiences, and the symbolic meaning of the 
symptoms and the social response. These have only 
come together in a single field of interest through 
the historical development of Western psychiatry 
(Littlewood & Lipsedge, 1987). We can take this area 
of interest as lying along a spectrum from patterns 
understood as especially constrained by individual 
biological differences to those best interpreted 
by examining social or individual differences. While 
our two dominant paradigms (biomedical and 
sociological) have different explanatory potential 
at different points (Fig. 1), the assumption in 
psychiatric classifications is that any pattern of illness 
has a single explanation (Hughes, 1985). 


tabanka 
bulimia 
kuru shoplifting 
symptomatic schoo! refusal 
psychoses schizophrenia neuroses overdose 
E " a " 


Blomedical paradigm Sociological paradigm 


Fic. 1 The explanation for patterns of symptoms can be taken 
as lying along a spectrum 


‘Depression’ will however be variously examined 
depending on whether we are talking of everyday 
dysphoria (towards the right of Fig. 1) or the somatic 
symptoms of affective psychosis (towards the 
left). The traditional (non-Western) *culture-bound 
syndromes’ of the psychiatrist are largely amenable 
to the sociological interpretation, but kuru, for 
instance, is also represented at the ‘biological end’ 
(Lindenbaum, 1979). We might object that this 
model is overly simplistic, for organic pathology 
(disease) is only manifest through social experience 
(illness). All illness is determined by social values to 
some extent, while patterns such as agoraphobia or 
anorexia nervosa with rich symbolic associations 
embedded in contemporary Western society have 
psychophysiological constraints (Littlewood & 
Lipsedge, 1987). Bynum (1988) notes that anorexia- 
like patterns are a final common path when women’s 
non-eating signifies sanctity or empowerment in 
contexts where women are seen as especially rooted 
in their biology and are expected to suffer, and where 
they prepare food for others. Unlike the current 
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*biopsychosocial model’ (Engle, 1977, cf. Taussig, 
1980; Armstrong, 1987), the new cross-cultural 
psychiatry gives little separate explanatory value to 
psychological theories, taking these as essentially folk 
or professional understandings of the person, 
themselves best understood in social terms. 

To term such a spectrum of interest ‘psycho- 
pathology' still begs the question of what constitutes 
‘abnormality’, and we might argue that the patterns 
on the right of Fig. 1 are only ‘pathologies’ by 
analogy, and that they could more usefully be 
considered as representations of social conflict or else 
as individual ‘escape valves’ in a rigid social system, 
or both (Littlewood & Lipsedge, 1987; Showalter, 
1987; Gottlieb 1988). A truly value-free approach 
would abandon the term 'pathology' altogether; 
instead we would question whether ‘patterns’ could 
be best understood biologically (i.e. as patterns 
. determined or limited by unique biological processes) 
or as functions of social life. This is a two-way 
problem: societies select out certain aspects of the 
natural world as reflected in personal experience for 
categorisation, amplification or removal; even the 
distinction between ‘right’ and ‘left’ as conventionally 
employed in anatomy and social life appears to be 
both biologically and socially determined in a 
dialectical relationship (Littlewood, 19842). 


Psychosomatic, factitious and pseudo-diseases 


The predominant mind/body dualism of Western 
medicine, with its reflection in the illness/disease 
distinction, has problems with certain patterns 
of sickness where neither explanation appears 
consistent. As Helman (1985a, b) argues, such 
categories as psychosomatic illness, compensation 
neurosis, hysteria, abnormal illness behaviour, 
malingering, and factitious disease are not natural 
entities but reflections of patients adopting a 
particular medical attitude which itself changes with 
the prevailing explanatory models: lifestyle, person- 
ality theory, psychodynamics, or whatever. Even 
when these patients are encouraged to *psychologise' 
their experiences, they tend to locate the origins of 
the problem in ‘malfunctioning’ of bodily systems 
(Helman, 1985b). There is no absolute classification: 
at different times and in different places one 
or other pattern of experience and behaviour 
produces categories which can be understood as 
"images which condense fields of experience, 
particularly stressful experience" (Good & Good, 
1982). Helman (19855) recommends that we borrow 
from organic pathology the notion of *mimicry' and 
term these patterns in general 'pseudo-diseases'. 
They are in effect only the more extreme variants 
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of any social shaping of distress in the direction 
of illness. 

Littlewood & Lipsedge (1987) argue that the 
Western neuroses too are ‘psychomedical’ models of 
distress, and that here the notion of ‘disease’ has a 
similar role to that of ‘spirit possession’ in less 
medicalised societies; both legitimate distress by 
removing personal responsibility while compelling 
others to act. Both express certain core social 
antagonisms in the personal situation of individuals 
and might perhaps be considered less as illnesses than 
as solutions. If patterns such as overdoses function 
as thinly disguised ‘illnesses’ (Taussig, 1980) then the 
medical and nursing professions have less access to 
them. Whether justified epidemiologically or not, it 
is ‘factitious’ patterns in which physical symptoms 
predominate (loin pain haematuria, Munchausen’s 
syndrome by proxy, epidemic myalgic encephalo- 
myelitis) which have been discovered by doctors 
among nurses and their families (Littlewood, 1990a). 


Clinically applied anthropology 


While lay explanatory models of sickness are charac- 
terised by ''vagueness, multiplicity of meanings, 
frequent changes and lack of sharp boundaries 
between ideas and experience,” professional medical 
theories presume ‘‘single causal trains of scientific 
logic" (Kleinman, 1980). Studies by medical anthropo- 
logists suggest that this is not true in practice (Good 
& Good, 1981; Hahn & Gaines, 1985; Lock & 
Gordon, 1988), while psychiatrists will hardly be 
surprised to learn that their own understanding of 
the psychoses include ‘‘multiple and manifestly 
contradictory models" - behavioural, biochemical, 
psychodynamic, and sociological (Eisenberg, 1977). 
Because psychiatry, perhaps alone among medical 
specialties, has always had a critical awareness of its 
own theorising, and because it has always been 
concerned with patterns residing precariously on the 
edge of physical medicine, it has generally proved 
welcoming to the new cross-cultural psychiatry, 
unlike its attitude to medical sociology (note 6). 
Kleinman (1982) argues that medical anthropology 
provides a scientific basis for the social interests of 
psychiatry which has remained a marginal discipline 
within medicine precisely because its concerns with 
meaning and with social relations are not part of the 
biomedical model. Psychiatric assessment already 
involves the taking of an extensive social history 
followed by interpretations akin to those used in the 
social sciences (Johnson, 1985; Good er al, 1985). 

While anthropology can redirect traditional 
epidemiological research (Janes ef al, 1986), employ- 
ing data from different contexts to assess social 
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causation (Kleinman, 1987) or clarify such notions 
as *body imagery' (Scheper-Hughes & Lock, 1987), 
Kleinman (1977) notes its applicability in treatment 
and service provision: a psychiatry informed by 
anthropological studies of the symbolism of alcohol 
(Douglas, 1988) would hardly attempt to control 
alcoholism through promoting financial“y unsuccess- 
ful alcohol-free public houses (Gledhi'l, 1988). 

Ethnographic studies have clarified how patients 
understand psychotropic drugs (Helman, 1981; 
Trostle et al, 1983; Rhodes, 1984); examined patterns 
of child abuse (Scheper-Hughes, 1987a); interpreted 
psychotic discourse as social communication (Swartz 
& Swartz, 1987); examined relatives’ ur-derstanding 
of schizophrenia (Jenkins, 1988); and investigated 
the pattern of life of psychiatric patients or potential 
client groups such as the elderly (Estroff, 1981; 
Edgerton, 1984; Langness & Levine, 1986; Hazan, 
1980; Scheper-Hughes, 19875). An anthropologically 
informed psychiatry can support the interests of 
ethnic minorities through collaboration with lay 
healers or through carrying out research at the 
request of community groups, besides pointing out the 
ethnocentrism of existing services (Good et al, 1985; 
Littlewood, 1988c). We know little of the significance 
of such serious illnesses as Jacob-Creutzfeld disease 
and AIDS-related dementia for groups in which 
they are more common, or how femilies with 
thalassaemia, Huntington’s or Tourette’s syndromes 
conceptualise the illness or its transmission (Rapp, 
1988). Psychiatrists remain ignorant of the popular 
understanding of psychiatric illness in ary group and 
find it difficult to understand (or change) local 
stigmatisation when setting up services in the 
community (Scheper-Hughes, 1987). 

Anthropology has a particular role in assessing the 
lives of once institutionalised psychiatric patients 
now coping with community care (or the lack of it), 
particularly as one of the justifications often cited for 
deinstitutionalisation was the series of ethnographic 
studies on psychiatric hospitals carried out a 
generation ago which were interpreted as counter- 
posing ‘the institution’ to a rather romantic notion 
of ‘the community’. 

In the clinical setting, anthropologists who are 
familiar with the background of patients, and thus 
with their normative or idiosyncratic use of symbols, 
have been involved in assessment, diagnosis, and 
sometimes treatment (Littlewood, 1980, 1983; Gaines, 
1982). If there is a central role for anthropology in 
psychiatric care it is probably that of advocacy, of 
representing the patient’s perspective and values, and 
the clinical work of anthropologists in the United 
States has developed as part of-a move to ''patient- 
centred medicine” (Chrisman & Maretzki, 1982). 
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The most neglected section of the mental state 
schedules used in British psychiatry is perhaps that 
on ‘insight’, frequently rated as merely agreement 
or disagreement (‘no insight’) with the prevailing 
medical opinion. By contrast, a detailed account of 
patients’ explanatory models (Kleinman, 1980) of 
how they understand the problem, its nature, origins, 
consequences, and remedies, can radically assist 
patient-doctor negotiation over appropriate treat- 
ment. Kleinman (1982) has argued that anthropology 
is particularly relevant in liaison psychiatry and 
psychosomatic medicine, where many problems 
reflect a divergence between the explanatory models 
of the patient and doctor. Through interpretation 
(Katon & Kleinman, 1981) and negotiation (Johnson, 
1985) clinically applied anthropology by the liaison 
psychiatrist reduces staff-patient conflicts by clari- 
fying the use and meaning of the respective 
explanatory models and assessing the acceptability 
of treatment options. Particularly in psychiatric 
nursing, anthropology can operationalise such 
diffuse but powerful notions as ‘empathy’ and ‘care’ 
(Littlewood, 1990a). 

Anthropologists are unlikely to follow the path of 
clinical psychologists and become clinicians in their 
own right, for they do not offer an understanding 
of distress and illness based on individual processes 
alone but one orientated to a wider context which 
is not immediately amenable to change. Nevertheless, 
clinically applied anthropology is currently employed 
by psychiatrists in existing therapies: liaison consulta- 
tion, individual psychotherapy and cognitive therapy, 
and in group and milieu work on psychosomatic 
wards (Littlewood, 19905). 


Limitations and prospects 


The new approach has developed in the United States 
in particular, and much of its concern with 
‘patient-centred psychiatry’ and ‘negotiation’ reflects 
contemporary American values, and in particular the 
trend in American medicine to a more ‘consumer- 
orientated’ approach in the existing fee-for-service 
medical care (Richters, 1987). Whether this limits its 
adoption in Britain is perhaps unlikely given 
analogous developments here (Armstrong, 1984), but 
an emphasis on a patient’s own meanings and choices 
is hardly incompatible with state medical care. 
Indeed, Taussig (1980) warns that it may merely 
enhance medical domination over the patient, while 
McKee (1988) suggests it has been associated with 
patients being held responsible for their own illness. 

Associated with this, there is a serious difficulty 
in medical anthropology’s recent development as an 
autonomous discipline in isolation from the general 
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body of anthropological theory, which has always 
emphasised questions of political economy, social 
conflict, and the social relations of power (Taussig, 
1980; Comaroff, 1981; Baer et al, 1986; Richters, 
1987; Singer, 1989; Frankenberg, 1989). The actual 
process of the negotiation of diagnosis and treatment 
in clinical anthropology often seems to resemble a 
group therapy session (e.g. Good ef al, 1985), 
replicating American ideals of intrafamily com- 
munication (Littlewood, 1989). To an extent this 
reflects differences between American and European 
social anthropology, with the former's rather 
restricted notion of ‘culture’ as an attribute of the 
individual in contrast to the French and British use 
of ‘culture’ as virtually synonymous with ‘society’ 
(note 3). To a British cultural psychiatrist the failure 
to deal with questions of power when negotiating 
meanings with disadvantaged ethnic minority patients 
is likely to be disturbing (Donovan, 1986; Littlewood 
& Lipsedge, 1989), although the recognition that 
psychiatric illness in all groups is equally culturally 
determined is welcome. 

Culture is not only constituted by what is shared, 
but also by what is not, by mystifications and 
control of people through limitations on access to 
different types of knowledge (Scheper-Hughes & 
Lock, 1986; Frankenberg, 1989). Diagnoses and 
illness experiences are not simple manifestations 
of static social systems which may overlap or 
be in opposition: they are in a dynamic relation- 
ship, in part a function of social structure but 
also interpretations, reinterpretations, co-options, 
concealments, repressions, transvalorisations and 
commentaries on social conditions and cultural 
hegemonies (Littlewood & Lipsedge, 1987; Littlewood, 
1988a). Hospitals and out-patient clinics are the 
sites of conflict of different social realities and 
rationalities, of unemployment and ethnic status, and 
of the commodification of illness experiences in 
terms of economic utility. 

Arather different problem but one also associated 
with the professionalisation of medical anthropology 
is the progressive abandonment of the biological 
paradigm altogether (Eisenberg & Kleinman, 1981), 
perhaps a ripost to the conventional assumption that 
illness represents ‘‘a partial or total eclipse of man’s 
social being by his natural state" (Comaroff, 1982). 
The term disease, originally used to designate a 
biological causation, has now come to be used in the 
sense of ‘‘any professional reconstruction of illness 
experiences" (Eisenberg, 1977; Kleinman, 1983). 
Some adherents of the new cross-cultural psychiatry 
would argue that the model outlined in Fig. 1 remains 
too closely aligned to biomedicine: it is increasingly 
accepted that our biological knowledge is not the 
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direct representation of a natural world but is itself 
socially constructed (Shweder, 1988). To an extent 
the interpretative method we use is arbitrary; we can 
no longer seek the single ‘true’ explanation of any 
pattern of psychopathology (Littlewood & Lipsedge, 
1987), the simultaneous presentation of different 
perspectives and paradigms in a 'refusal of closure' 
Offers a demanding alternative method: an example is 
the recent multidisciplinary symposium on depression 
(Kleinman & Good, 1985). If anthropology follows 
medical sociology in its minute dissection of 
doctor- patient interactions as purely reflections of 
social forces (e.g. Lock & Gordon, 1988), its 
conclusions will be otiose, of little value or interest 
to either doctor or patient. To paraphrase Engels, 
“Man makes illness and is made by illness”. 

One of the major achievements of the new 
psychiatry has been to demonstrate that our 
tacit distinction between pathology, aetiology, and 
treatment is rather arbitrary. The separation of 
‘stress’ from ‘stressor’ or ‘support’ is problematic 
(Young, 19805; Kleinman, 19885; Alloway & 
Bebbington, 1987), while patterns such as the 
‘neuroses’ or ‘possession states’ are perhaps best 
understood less as distinct reactions than as part of 
a society’s overall functioning, apparent entities only 
through their popular representation (Littlewood & 
Lipsedge, 1987). Indeed, how to distinguish the 
whole field of what are ‘medical’ (let alone 
*psychiatric") rather than other types of knowledge 
is by no means obvious (Lewis, 1975; Young, 19805; 
Comaroff, 1981; Littlewood & Lipsedge, 1987). While 
the dramatic increase in depressive disorder in the 
West (Jablensky, 1987) would warrant some attempt 
at explanation in terms of changing notions of self- 
hood which could be operationalised, anthropologists 
solely concerned with contextual meaning are 
unlikely to provide this. 

To advocate the abandonment of the notion of 
‘pathology’ is not however a dead end. Indeed, the 
possibility of valid cognitive and moral universes 
constrained by different *pathologies' is an intriguing 
possibility. A start has been made with the study of 
*deaf worlds', not as defective representations of 
reality but as legitimate and coherent world views 
in their own right (Winefield, 1987; Sachs, 1989), 
although they remain defined against the hearing 
world. Similarly, if we examine mental illness simply 
as a defect state or as a representation of psychiatric 
power, in either case invalid, we neglect the 
possibility that psychosis may generate alternative 
world views which may at times become generally 
accepted (Littlewood, 19840). 

Medical anthropology has concentrated particularly 
on the study of chronic psychosomatic conditions 
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(as if the failures of biomedicine in this area were 
social failures). It has largely ignored the patient's 
view in psychosis, and a rapprochement with 
the Jasperian phenomenological and existential 
perspective within psychiatry should prove fruitful. 
Psychotic patients include as part of their explanatory 
models of illness experiences such as hallucinations, 
refracted through lay notions of ‘hearing voices’ 
about which we know little. It is of interest that 
psychotic patients distinguish different types of 
abnormal experience and have recourse to their own 
coping patterns in preference to medication (Carr, 
1988): it seems unlikely that these are always learned 
anew through trial and error in independence from 
their popular representations (Scheper-Hughes, 
1987). 

The old transcultural psychiatry ignored cross- 
cultural variation in neurological disorders in favour 
of rather circular arguments about the universality 
of mental illness. A possible realignment with 
cognitive science now appears possible. How are 
notions of body image transformed by neurological 
disease? Are the experiences of temporal lobe 
epilepsy or tinnitus related to the individual’s notions 
of selfhood? How does ‘locus of control’ relate to 
political context and to paranoia? How culture 
specific are the metaphors of physical illness used 
in guided imagery in psychoneuroendocrinology 
(Greenwood, 1989)? Does the biomedical notion 
of ‘dependence’ in substance use correlate with a 
limited variety of social institutions which employ 
the substance in a central experience? Are there 
*universals' in the experience of dysphoric states and 
how do these relate to a particular social context? 
Can they be operationalised for epidemiological 
studies? It seems likely that the more individualised 
and Cartesian a particular society’s notion of the self 
(whether as a consequence of industrialisation, 
Westernisation, or whatever), the more some notion 
of ‘stress’ or ‘pressure’ has then to be introduced to 
link the individual back to society and to articulate 
constraints on autonomy. At their most radical, 
medical and cognitive anthropology deny any 
privileged explanatory value to any systems of 
psychology, including academic psychology, regarding 
them as merely articulating and legitimating the 
current notions of the self and of human agency 
(cf. Dennett, 1988). 

In a similar vein, we have to consider the status 
of the new approach itself (Richters, 1987). While 
clearly a development of certain Western psychiatric 
preoccupations, its interpretative and self-reflexive 
eclecticism does offer a greater potential for value- 
free representations of human experience than 
does a perspective derived from the preoccupations 
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of one particular society at one particular time. 
Whether it can really transcend the Western biology- 
versus-society debate to generate a more universal 
epistemology of theory and practice is an intriguing 
possibility that as yet remains to be demonstrated. 


Appendix: Notes on terminology 


(1) The term to designate the area of interest has varied, 
in part determined by subject matter, in part by theoretical 
focus. Kraepelin (1904) used ‘comparative psychiatry’ 
(vergleichende psychiatrie), as have Yap (1974) and Murphy 
(1982) more recently for their comprehensive textbooks. 
Social anthropologists have not usually found it profitable 
to use a particular label, although the term ‘medical 
anthropology’ became popular in the 1960s to designate 
the social anthropology of health and illness (Loudon, 
1976). The influence of psychoanalysis on American 
anthropology in the 1930s resulted in an approach generally 
known as 'culture and personality'; more recently this 
has been termed ‘psychoanalytical anthropology’ or 
even ‘psychological anthropology’ (Spindler, 1978), here 
overlapping with more empirical accounts of systems of 
psychological knowledge, otherwise known as ‘cognitive 
anthropology’, ‘semantic anthropology’ or the ‘anthropology 
of the person’ (Heelas & Lock, 1981). By the 1950s North 
American psychiatrists were using the term ‘transcultural 
psychiatry’ or ‘cross-cultural psychiatry’ to designate 
comparisons of rates and symptomatology across different 
societies (Kiev, 1972). The ‘new cross-cultural psychiatry’ 
advocated by Kleinman is often known in the United States 
simply as ‘cultural psychiatry’ (Favazza & Oman, 1978), 
emphasising that Western psychopathology is no less 
culturally constructed than any other. British anthropologists 
who use ‘culture’ in a more extended sense than their 
American counterparts, to include all social and political 
processes in a given society, have no preferred term although 
some use ‘psychiatry and anthropology’; in Britain 
"transcultural psychiatry’, although still carrying connotations 
of the older comparative studies, has increasingly come to 
refer to a psychiatric commitment to minority ethnic groups 
(Littlewood, 1986; Mercer, 1986). To an extent this has been 
replaced by ‘antiracist psychiatry’ (Littlewood & Lipsedge, 
1989). A more detailed account of the origins of the 
different approaches and of their respective journals has 
been given elsewhere (Littlewood, 1985a, 1986). 

(2) An ‘ethnography’ is conventionally a detailed study 
ofa particular community by an anthropologist who has 
lived in it, usually for a number of years, although the 
term ‘ethnographic’ is sometimes loosely used to refer 
to any ‘participant observation’. ‘Ethnoscience’ and 
'ethnomedicine' are accounts and analyses of popular and 
lay understanding of the natural world and sickness. They 
have little in common with the current use of 'ethnic' to 
designate ‘non-European’ or ‘minority ethnic group’: 
indeed a major thrust of the ‘new cross-cultural psychiatry’ 
is to examine Western professional medicine (biomedicine) 
in exactly the same way as other medical systems (Hahn 
& Gaines, 1985; Littlewood & Lipsedge, 1987; Lock & 
Gordon, 1988). While the fieldwork approach is often 
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purely qualitative (gaining, it would maintain, in validity 
while it loses in reliability), it is frequently a prelude to more 
epidemiological approaches ( Janes et al, 1986) or may itself 
employ sampling procedures and questionnaires. On the 
tension between normative and mathematical approaches 
see Needham (1962). 

(3) The term ‘culture’, supposedly the subject matter of 
social anthropology, is one particularly difficult to define 
without tautology. European social anthropologists employ 
an extended notion of it to include all social patterns not 
biologically inherited, and cnticise American ‘cultural 
anthropologists’ for a limited definition restricted to the 
patterns of thinking, feeling, and behaviour which individuals 
acquire. The best interpretation of cultural systems is 
however that offered by the American anthropologist 
Geertz (1966) in which they are seen to “‘lie outside the 
boundaries of the individual as such, in that intersubjective 
world of common understandings into which all human 
individuals are born, in which they pursue their separate 
careers, and which they leave persisting behind them after 
they die”. 

(4) The distinction between ‘naturalistic’ and ‘personal- 
istic’ (Foster, 1976) 1s heuristic, not absolute. Systems of 
medical understanding may in practice have aspects of both 
approaches although the explicit model may be closer to 
one than the other. The distinction is itself a Western one, 
following the two basic paradigms (p. 318). A similar 
contrast is made in semiotics between so-called ‘natural 
signs’ (which mean the same thing in all places and times) 
and ‘conventional signs’ (whose meaning depends on 
agreement arrived at at some previous point and now tacit). 
In these terms, the new psychiatry can be taken as a 
critique of medicine’s taking as ‘natural’ what 1s only 
‘conventional’. 

(5) It owes much to the sociological approach known as 
‘symbolic interactionalism’ as adopted by Goffman in his 
studies on stigma. This is usually contrasted with ‘structural- 
functionalism’, which is closer to social anthropology in 
emphasising social roles within the overall functioning of 


“a society rather than looking at individual choices and 


identity in restricted social contexts. A more recent influence 
has been the very different structuralist and post- 
structuralist ‘reading’ as texts of diverse cultural institutions, 
rituals, and myths (including DSM-III (Young, 1988)). 

(6) ‘Medical sociology’, unlike medical anthropology, 
is now well established in undergraduate medical teaching. 
While at one level social anthropology is sociology, and 
at times the approach of the two disciplines can be difficult 
to distinguish (Lock & Gordon, 1988), the new cross- 
cultural psychiatry, with its origins in anthropology, is 
characterised by its comparative use of data drawn from 
a number of different societies, its readiness to deal with 
biological facts, a concern with roles rather than identities, 
an emphasis on symbols which represent both individual 
and social concerns in a culture, and reliance on intensive 


_ fieldwork methods. By contrast, medical sociology has 


employed the questionnaire methods of sociology, with an 
emphasis on industrialised and heterogeneous societies, with 
a recourse to explanations derived from sociological and 
psychological theory rather than from their informants' own 
conceptualisations. Medical sociology is concerned with the 
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control of medical knowledge, medical anthropology 
especially with its formal characteristics as a cultural system 
(Comaroff, 1982). Although medical sociology is frequently 
regarded as critical of biomedical expertise, most medical 
sociologists in Britain carry out ‘social medicine’: epidemio- 
logical studies and evaluation of treatments and an 
extension of the biomedical approach into areas of social 
life through such notions as ‘social pathology’, or 
considerations of the production and effects of psychiatric 
knowledge rather than of its status. For some this has 
provoked a debate as to what actually constitutes medical 
sociology (Scambler, 1987). Both medical anthropology and 
medical sociology tend to emphasise the 'dehumanising' 
effects of scientific medicine, often contrasted with a rather 
idealised ‘holistic? approach of folk and alternative 
medicines, while (ironically) much of their studies on the 
symbolism of biomedicine are concerned with deconstructing 
further its existing embedded and tacit social meanings. 
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Spiritism in Puerto Rico 
Results of an Island-Wide Community Study 


ANN A. HOHMANN*, MADELEINE RICHEPORT, BERNADETTE M. MARRIOTT, 
GLORISA J. CANINO, MARITZA RUBIO-STIPEC and HECTOR BIRD 


Using data from the first community-based, epidemiological survey of Puerto Rico, this paper 
examines the current prevalence of use of spintist healers by Puerto Ricans, the role of spiritism 
In the provision of mental health services, and the association between splritism and psychiatric 
disorders and symptoms. Thosa who visit spiritists were found to be more likely to work outside 
the home, to have a low family income, to have sought help for emotional problems from 
mental health professionals, and to have mild symptoms of depression. 


Puerto Rico, a Caribbean island state, is a semi- 
autonomous Commonwealth in association with the 
USA; it has a population of about three and a half 
million. The relationship between spiritism in Puerto 
Rico and the mental health of those who visit spiritists 
is incompletely understood. The central reason for this 
has been the methodology used to study the relation- 
ship. Previous studies have largely been anthropological, 
not epidemiological, and have sought to explore speci- 
fic nuances of the relationship, not to determine the 
prevalence of disorder among those who visit spiritists. 
This study extends the small-sample, culturally sensi- 
tive research previously done by anthropologists, to 
acommunity-based, epidemiological survey of Puerto 
Rico (Canino et al, 1987b). This paper examines the 
current prevalence of use of spiritist healers by Puerto 
Ricans, the role of spiritism in the provision of 
mental health services, and the association between 
spiritism and psychiatric disorders and symptoms. 


Spiritism 


The information that does exist about spiritism 
suggests it serves as an important community support 
System for many Puerto Ricans with mental health 
problems. But it is first necessary to examine the 
history and nature of spiritism in Puerto Rico to 
understand how this might be the case. Spiritism, or 
Espiritismo, was brought to the Caribbean and Latin 
America in the late 19th century by a Frenchman. 
The principles of the belief are codified in two books, 
The Spirits Book and The Gospel According to 
Spiritism, which are still widely sold today in shops 
throughout the region selling herbs and religious 
goods. The belief was originally adopted by an elite 
class in Puerto Rico, who founded a charitable 
movement which established hospitals, libraries, and 





orphanages. These institutions were replaced by 
Western ones with the North American occupation 
of the island in 1898. In Brazil, however, spiritist - 
institutions have flourished and complement a 
deficient psychiatric system. In the Rio-Jao Paulo 
area alone there are more than 75 spiritist psychiatric 
hospitals which integrate medical and spiritist 
techniques (Richeport, 1980, 1984, 19850). 
Spiritism is based on a belief in reincarnation and 
in the power of certain individuals, such as mediums, 
to act as intermediaries between this and other- 
worldly spheres. Spiritists stress the mediating action 
of ‘fluids’ on personal well-being. They believe these 
fluids are spiritual emanations that surround the 
body and are derived from three sources: the innate 
spirit, spirits of the dead, and incarnate spirits close 
to the living. The fluids may be sick or troubled and 
can be influenced by six phenomena, which can lead 
to mental or physical illness: (a) karma (situations 
from former lifetimes that influence the present); 
(b) inexperienced mediums; (c) religious negligence 
(failure to perform prescribed rituals); (d) witchcraft; 
(e) obsession by spirits; and (f) ‘evil eye’ (Harwood, 
1977; Richeport, 1985b). Possession trance, an impor- 
tant ‘therapeutic’ aspect of spiritism in which the 
medium plays an important role, provides the individual 
seeking help from a spiritist with a set of alternative 
roles and a restructuring of learned cognitions; those 
participating often report experiencing personal and 
social transformations (Richeport, 1975, 1982, 19855). 
Owing to the dominance of the Roman Catholic 
Church in Puerto Rico, spiritism has always been a 
secret, though widespread, belief system. Those 
who have studied spiritism estimate, from clinical 
samples, that 36-60% of Puerto Ricans, from all~ 
socioeconomic groups, have visited a spiritist at some ` 
time in their lives (Garrison, 1977; Koss, 1987). From 
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ethnographic research, Garrison (1977) estimates that 
80% is a more accurate estimate because of the 
response bias in a culture where spiritism is covert 
and involvement is denied. A belief in the possibility 
of communication with spirits is held by an even 
greater number than those who actually visit spiritists 
(Richeport, 1975). These findings for Puerto Rico 
hold also for Puerto Ricans who have emigrated to 
New York City (Lubchansky et al, 1970; Garrison, 
1977). In Brazil, where empirical data are not 
available, researchers estimate that 50% or more of 
the population use spiritist services and come from 
all socioeconomic groups (Pressel, 1974; Renshaw, 
1974; Guimaraes & Loyola, 1977). 


Splritism and psychiatric disorder 
The anthropological and epidemiological studies 


. examining spiritism in Puerto Rico and the psychiatric 


\ 


symptoms of Puerto Ricans suggest a link may 
exist between the use of spiritists and mental 
disorder: (a) Puerto Ricans report a greater number 
of psychiatric symptoms than other North Americans 
(Srole & Fischer, 1962; Dohrenwend & Dohrenwend, 
1969; Garcia, 1974a,b; Dohrenwend, 1976; Haberman, 
1976); (b) those seeking help from spiritists are 
more likely to suffer from mild or moderate 
personality and anxiety disorders than others, 
and among males, those who seek the help of 
spiritists have been found to be more likely to have 
problems with alcohol abuse (Garrison, 1977); 
(c) Puerto Ricans use spiritism as a folk psycho- 
therapy, a network therapy, an outlet for the anxiety 
due to economic and interpersonal problems, 
and as a community support system for chronic 
schizophrenics (Rogler & Hollingshead, 1961, 1965; 
Harwood, 1977; Garrison, 1978); and (d) epidemio- 
logical and anthropological data indicate that those 
with psychiatric disorders who seek assistance from 
spiritists do not rely only on spiritists but also use 
the mental health care system (Richeport, 1975, 1982; 
Martinez et al, 1990). 

The data from these studies can be interpreted 
from either the anthropological or epidemiological 
perspective. However, since one goal of this paper 
is to consider the role of spiritism in the delivery of 
mental health services, we believe we must critically 
evaluate the methodology of these studies from the 
epidemiological perspective. To interpret these 
data from that perspective, there are two major 
methodological issues that should be considered. 

Firstly, number of psychiatric symptoms is not 
necessaril synonymous with degree of psycho- 
pathology. The conclusion typically reached from the 
fact that Puerto Ricans report a greater number of 
symptoms has been that Puerto Ricans have a higher 
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rate of mental illness. It has been hypothesised that 
this difference may be a reflection of the magnitude 
and rapidity of the social change on the island during 
the 20th century (Canino et al, 19875), which has 
led to an increasing incidence of mental illness. This 
would suggest a true difference in prevalence of 
disorder exists. However, it has also been argued that 
the difference in number of symptoms may be 
generated by diagnostic measurement instruments 
that have never been tested for reliability or cultural 
validity among Puerto Ricans (Canino et al, 19875). 
In this case the difference would be due to a 
difference in cultural response patterns and would 
be an artifact. 

A systematic prevalence study of psychiatric 
disorders among Puerto Ricans, which used a 
Spanish translation of the Diagnostic Interview 
Schedule (DIS; Canino et al, 1987a), provides data 
to suggest that there is no true difference in the 
prevalence of mental illness between Puerto Ricans 
and other North Americans. The study showed that 
lifetime and six-month prevalence rates for most 
disorders do not differ significantly from those 
previously reported in the St Louis, Baltimore, and 
New Haven Epidemiologic Catchment Area (ECA) 
sites (Robins ef al, 1984; Canino et al, 19875). Thus, 
the high rates of psychiatric symptoms reported by 
previous investigators are likely due to differences 
in cultural response patterns associated with distress 
and not to true differences in prevalence of 
psychiatric disorder. Thus it would be incorrect 
under any circumstances to conclude from the 
previously found elevated rate of mild and moderate 
psychiatric disorder among those who use spiritists 
that spiritism causes or is even associated with the 
greater rate of mental disorder in Puerto Rico, since 
no greater rate exists. (We in no way wish to imply 
that the anthropological literature makes this 
conclusion, but we do want to address the likelihood 
that the casual observer might make it.) 

Secondly, for a study such as this one which focuses 
on the use of mental health services (whether spiritists 
or mental health professionals), the sampling strategy 
is very important. Previous studies that have used 
small, clinical probability or convenience samples are 
appropriate for in-depth investigation of spiritism 
but cannot be used for prevalence estimates of mental 
disorder or service use for the entire Puerto Rican 
population. However, these anthropological studies 
have provided the culturally sensitive ethnographic 
basis for our study. 

In this paper, we examine the relationship between 
spiritism and psychiatric disorders and symptoms, 
while controlling for other factors, using a com- 
munity-based sample. The analyses focus on the 
identification of the sociodemographic, mental health 
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services, and diagnostic characteristics of those who 
report using spiritists for mental health reasons. 


Method 


Data for the analyses come from a two-stege probability 
sample of all persons aged 17—64 years living in a household 
in Puerto Rico. Detailed descriptions of the methods 
and the sample appear elsewhere (Canino ef al, 1987b). 
Two independent trimester samples were chosen: 777 
households in the first trimester and 774 in the second. 
In the first trimester, only those who had psychiatric 
symptoms were asked about use of health services. In 
the second trimester, all respondents were asked these 
questions. Therefore, since the second trimester sample is 
representative of the island population and has complete 
utilisation data, only that half of the overall sample was 
used in the data analyses. 

The sample was further restricted to those respondents 
who actually answered the questions about use of folk 
healers; those with data missing on those questions were 
eliminated. Finally, to obtain as pure a comparison as 
possible, the sample was restricted to those who said they 
had consulted a spiritist (n = 119) and those who said they 
had never consulted a folk healer of any type (n= 534). 
There were 30 respondents who reported consulting another 
type of healer, such as a santero. Analyses comparing these 
30 with those who consulted a spiritist showed important 
differences in several demographic characteristics (gender, 
age, and education), and so they were excluded. 


Non-psychiatric variables 


Sociodemographic and mental health services and support 
variables were included as controls in the multivariate 
analyses so that the independent effect of psychiatric 
symptoms on use of spiritists could be examined. However, 
these variables were also included so that a complete 
characterisation of those who visit spiritists would be 
possible. 

Since several of the categorical variables from the survey 
had numerous categories, many with fewer than ten persons 
total, we collapsed categories for analysis. Because spiritism 
can be viewed as a social support mechanism, categorical 
variables related to social support (total nuraber of persons 
in the household, work status, and marital status) were 
1ncluded, but the number of categories for each variable 
was collapsed. In particular, the work status variable was 
created by combining those who reported having positions 
outside the home as one group and those having no outside 
Job as another; for marital status, the divorced and 
separated were combined. Religion, which has social 
support as one of its functions, was collapsed into four 
groups (Roman Catholic, evangelical, other religions, and 
atheist). Other variables reflecting where people reported 
secking support for emotional problems (clergy, friends, 
more than one source of support) were also included. 
Finally, the usual demographic data (sex, area of residence, 
age, education, and annual salary) were included. Age was 
collapsed into three categories (17-24, 25-39, 40—64), 
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education into two categories, and annual salary into 
median quartiles. 


Psychiatric diagnoses 


Psychiatric status was determined through use of the 
Spanish version of the DIS, which has been validated in 
both the United States and Puerto Rico (Robins ef al, 1981; 
Karno et al, 1984; Boyd et al, 1984; Burnam et ai, 1984; 
Anthony et al, 1985; Bravo et al, 1987; Canino et al, 1987). 
The Spanish DIS (similar to the DIS used in the five-site 
ECA study and validated in both clinical and community 
settings in the US) is a structured diagnostic interview that 
can be administered by clinicians or lay interviewers. The 
psychiatric diagnoses used in these analyses are lifetime 
diagnoses that meet DSM-III criteria (American Psychiatric 
Association, 1980) and were generated by computer algorithm. 
Instruments such as the DIS do not identify culture-specific 
diagnoses such as ‘ataques de nervios’. However, in order 
to compare the psychiatric symptoms of the Puerto Rican 
population with that of other populations, which must be 
one of the pnmary goals of the science of psychiatric 
medicine, a standardised instrument is necessary (Sartorius 
et al, 1986). 

For the multivariate analysis, many of the specific 
diagnoses had few cases, and the estimates of the model 
became unstable. Therefore the diagnoses were collapsed 
into schizophrenia disorders, affective disorders, anxiety/ 
somatic disorders, and alcohol abuse or dependence. 

Psychiatric diagnoses represent a level of disorder 
rare in the population and are not likely to be sensitive 
indicators of perceived need for mental health services. 
Therefore, we also examined the association between 
presence of psychiatric symptoms and use of spiritists. For 
each of the major diagnoses, we specified diagnostic 
‘symptoms’: depression, somatisation, alcohol abuse or 
dependence, obsessive-compulsive disorder, phobia, panic, 
and schizophrenia. Each symptom variable was dichotomised 
(present/absent) so the odds ratios of the logistic regression 
would be interpretable. 

For the models, those who sought help from a spiritist 
were coded 1 and those who did not were coded 0. Thus, 
odds ratios greater than 1 indicate that those who visited 
spiritists were more likely than those who did not to have 
a particular characteristic; odds ratios less than | indicate 
that those who went to spiritists were less likely than the 
comparison group to have the characteristic. 

A caveat in interpreting the results is important. 
Because we are using estimates of lifetime diagnoses 
and symptoms and lifetime use of spiritists and mental 
health professionals, there is no way of knowing if 
symptoms preceded use of spiritists or mental health 
professionals, how close in time use followed an individual's 
recognition of symptoms (if indeed that was the time 
sequence), how often a source of care was used, or to 
what degree individuals forgot or concealed use of spiritists 
or of mental health professionals. Thus, because of 
the retrospective nature of the data, the results from 
this study should be considered indicative of trends, not 
definitive patterns. 
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TABLE I 


Characteristics of Puerto Ricans who used and did not use spiritists 
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Used spiritist Did not use spiritist 
(n=119) (n — 534) 
unweighted weighted! unweighted weighted! 
n * n % 
Sociodemographic 
Sex 
female 76 60.0 287 51.0 
male 43 40.0 247 49.0 
Age: years 
17-24 19 22.3 125 26.4 
25-39 51 35.9 208 36.2 
40-64 49 41.8 201 37.4 
Area of residence 
rural 31 26.2 197 37.9 
urban 88 73.8 337 62.1 
Total no. of persons in household 
1 9 3.5 35 2.9 
2 31 20.0 103 14.2 
3or4 41 33.9 231 42.3 
5 or 6 30 32.3 126 28.7 
7 or more 8 10.3 39 11.8 
Educational level 
0-11 47 38.2 280 50.4 
12+ 72 61.8 254 49.6 
Work 
outside home 49 63.6 258 50.8 
at home 70 36.4 276 49.2 
Annual family salary 
lowest quartile 80 66.3 316 55.3 
low-middle quartile 13 11.9 74 14.3 
high-middle quartile 13 10.8 72 15.7 
highest quartile 13 11.0 72 14.7 
Marital status 
married 64 60.5 297 56.2 
divorced or separated 22 11.5 55 7.3 
widowed 3 1.5 18 2.0 
never married 30 26.5 164 34.5 
Religion 
catholic 82 67.2 361 67.6 
evangelical 19 17.3 79 14.5 
other 5 4.0 38 8.0 
atheist 13 11.5 56 9.9 
Mental health services 
Sought help for emotional problems from: 
MD, psychologist, social worker 112 93.9 453 82.8 
clergy 10 7.0 34 6.3 
friend 10 6.7 20 3.6 
more than one non-professional 11 9.5 23 4.1 
(clergy, friend, family) 
Psychiatric diagnoses 
Schizophrenia and schizophreniform 1 0.4 11 2.7 
Affective disorders 16 12.3 45 8.1 
depression 9 4.8 26 5.1 
dysthymia 9 8.3 30 4.8 





(Continued over) 
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TABLE I (continued; 

















Used spiritist Did not use spiritist 
(n3 119) (n — 534) 
unweighted weighted! unweighted weighted! 
n % n * 
Anxiety disorders 22 16.9 66 12.7 
phobia 21 16.2 58 11.2 
agoraphobia 10 6.5 37 6.9 
social phobia 3 2.5 5 1.3 
simple phobia 15 10.9 43 7.9 
panic 2 1.2 7 1.5 
obsessive-compulsive 4 2.0 14 2.8 
Somatisation 2 1.4 5 0.9 
Alcohol 
abuse 6 5.9 25 4.5 
dependence 4 5.1 9 1.8 
alcoholism 18 18.9 69 13.4 
Psychiatric symptoms 
Any symptoms of 
schizophrenia 9 7.5 41 8.3 
*depression 86 72.4 292 53.5 
phobia 21 16.2 58 11.1 
panic 11 9.5 14 6.2 
obsessive—compulsive disorder 4 2.0 32 2.7 
*somatisation 108 90.0 420 76.7 
alcohol abuse or dependence 30 29.3 119 23.7 





*P<0.05. 


1. The weighted 9b corrects for the non-random sample design and is based on the age and sex distributions of Puerto Rico in 1980. 


Statistical methods 


Since the sampling procedure was a complex, two-stage 
design, ordinary methods of deriving standard errors are 
inappropriate. Standard statistical packages assume random 
sampling and can greatly underestimate the variance and 
overestimate the statistical significance of estimates from a 
complex sample. Thus the SESUDAAN (Shah, 1981) and RTI 
Logit (Shah, 1984) programs, which use the Taylor series 
linearisation method to provide variance estimates, were 
used to obtain appropriate standard errors for determination 
of statistical significance. Logistic regression analyses were 
performed with RTI Logit for two reasons: (a) the effects 
of each variable can be examined independently, and 
(b) an analysis of group differences using SESUDAAN to 
estimate standard errors is extremely conservative. Logistic 
regression provides 1 d.f. tests for trend, which are more 
powerful than tests of the null hypothesis in bivariate 
analyses (Breslow & Day, 1980). 

Statistical significance was determined with two-tailed 
confidence intervals for the bivariate analyses and maximum- 
likelihood estimates of goodness-of-fit for the logistic 
regression. The final model was built in stages and was the 
best, most parsimonious model. All analyses were weighted to 
the 1980 US Census age and sex distributions of Puerto Rico. 


Results 


Of the entire population of Puerto Rico, 18% reported they 
had, at some time in their lives, sought the help of folk 


healers who identified themselves as spiritists. In the 
bivariate comparisons in Table I, no significant demographic, 
health services, or diagnostic differences emerged between 
those who had sought help from spiritists and those who 
had not. However, those who sought the help of a spiritist 
were more likely to have reported symptoms of depression 
or of somatisation than those who did not seek help from 
a folk healer. 

Table II shows the results of the regression of the 
sociodemographic and mental health services variables on 
use of a spiritist (d.f. — 23,102). Two variables emerged as 
statistically significant. Those who worked outside the home 
were twice as likely and those who sought help for emotional 
problems from mental health specialists were almost three 
times as likely to have visited a spiritist at some time. 
Because as the number of variables in an equation increases, 
the number of degrees of freedom decreases (and therefore 
variables that would have been significant in a model with 
fewer variables are not), other variables were considered 
for the final model: gender, educational level, lowest 
quartile of annual income, and seeking help from friends 
and from more than one non-professional (see Table III). 

The logistic regression model of the major psychiatric 
disorders (d.f.=4,102) in Table II shows only one 
significant difference between those who used spiritists and 
those who did not: those who reported seeking help from 
spiritists were significantly less likely to have received a 
diagnosis of schizophrenia. The model for psychiatric 
symptoms (d.f.=8,102) shows that those who visited a 
spiritist at some time in their lives were almost twice as likely 
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TABLE II 
Logistic regression models of factors predicting use of 
spiritists 





Odds 95% confidence P 
ratio interval 





Sociodemographic and mental health services model 
Sex 


male! 1.00 
female 1.49 (0.88-2.52) 0.14 
Age: years 
17-24 1.00 
25-39 0.99 (0.47-2.08) 0.98 
40-64 1.38 (0.60-3.12) 0.44 
Area of residence 
urban! 1.00 
rural 0.74 (0.41-1.33) 0.31 
_ Total no. of household 
members 
1 0.97 (0.28-3.30) 0.96 
2 1.08 (0.46-2.55) | 0.87 
3 or 4 0.67 (0.29-1.51) 0.34 
5 or 6 0.92 (0.38-2.24) 0.86 
7 or more! 1.00 
Educational level 
0-11! 1.00 
124 1.55 (0.93-2.59) | 0.10 
*Work 
at home! 1.00 
outside home 2.06 (1.16-3.65) 0.02 
Annual family salary 
lowest quartile 1.93 (0.94-3.97) 0.08 
low-middle quartile 1.77  £(0.64-4.88) 0.27 
high-middle quartile 1.06 (0.38-2.98) 0.91 
highest quartile! 1.00 
~ Marital status 
married 1.90 (0.42-8.58) 0.40 
divorced or separated 2.48 (0.58-10.64) 0.22 
never married 1.26 (0.28-5.71) 0.77 
widowed! 1.00 
Religion 
catholic! 1.00 
other 0.54 (0.18-1.58) 0.26 
evangelical 1.30 (0.71-2.40) 0.40 
atheist 1.38 (0.75-2.55) | 0.30 
*Sought help for 
emotional problems 
from: 
MD, psychologist, 2.93 (1.13-7.60) — 0.03 
social worker 
— clergy 1.05 (0.46-2.41) 0.90 
friend 2.15 (0.80-5.75) 0.13 
more than one non- 1.86 (0.85-4.09) 0.12 


professional (clergy, 


friend, family) 
(Continued) 
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Psychiatric diagnostic 
model 
*Schizophrenic disorders 0.09 (0.01-0.74) 0.03 
Affective disorders 1.67 (0.71-3.90) 0.24 
Anxiety or somatic 1.28 (0.61-2.72) 0.51 
disorders 
Alcohol abuse or . 1.56 (0.75-3.22) 0.24 
dependence 
Psychiatric symptoms 
model 
Schizophrenia 0.64 (0.22-1.81) 0.40 
*Depression 1.99 (1.49-2.48) 0.01 
Phobia 1.31 (0.63-2.71) 0.48 
Panic 1.23 (0.55-2.77) 0.61 
Obsessive-compulsive 0.45 (0.13-1.65) 0.23 
disorder 
*Somatisation 2.27 (0.99-5.21) 0.06 
Alcohol abuse or 1.22 (0.68-2.17) 0.51 
dependence 





*Significant difference between those using and not using spiritists. 
1. Reference category. 








TABLE III 
Final logistic regression model of factors predicting use 
of spiritists 
Odds 95% confidence P 
ratio interval 
Work outside home 1.91 (1.24-2.95) 0.01 
Annual family salary: 1.61 (1.04-2.50) 0.05 
lowest quartile 
Sought help for 2.78 (1.23-6.31) 0.03 
emotional problems 
from: MD, psycho- 
logist, social worker 
Symptoms: depression 2.09 (1.32-3.30) 0.002 





to report symptoms of depression and over two times as 
likely to report symptoms of somatisation, although the 
latter is only marginally significant. Again both symptom 
variables were retained for testing in the final model. 

The final model (d.f. = 4,102), including the statistically 
significant sociodemographic characteristics, mental health 
services characteristics, and psychiatric symptoms, appears 
in Table III. Since this is a community sample, it was 
decided that psychiatric symptoms were a more sensitive 
and appropriate measure of perceived need for mental 
health services or support than were psychiatric diagnoses. 
Therefore, symptoms, not diagnoses, were tested in the 
model. 

The model indicates that those who have visited a spiritist 
at some time in their lives were 90% more likely to work 
outside the home, 60% more likely to be in the lowest 
income quartile, 2.8 times more likely to visit mental health 
specialists, and 2.1 times as likely to report symptoms of 
depression as those who had not visited a spiritist. 
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Discussion 


From this representative, community sample of the 
entire island of Puerto Rico, two main findings 
emerge. First, use of spiritists was noz found to be 
associated with increased lifetime risk af diagnosable 
psychopathology. In fact, those who consulted 
spiritists were found to be significantly less likely to 
have a diagnosis of schizophrenia. However, they 
were more likely to report symptoms cf depression, 
although not at a diagnosable level. Contrary to 
previous research (Koss, 1987), the presence of 
somatic complaints was not a significant independent 
predictor of use of spiritists; controlling for level of 
income, working status, use of mental health 
services, and presence of symptoms of depression, 
those who have never visited a spiritist or emotional 
problems are just as likely to have soma-ic complaints 
as those who have visited a spiritist. 

Second, these data add further credence to the 
anthropological studies which have indicated that 
spiritism may be used as an important source of 
social support among Puerto Ricans seeking help for 
problems with mental disorders and/or psychological 
distress. Those who went to spiritists were significantly 
more likely than those who had never gone to 
spiritists to go to mental health professionals. 
However, less than a quarter of the population (18%) 
reported ever having used a spiritist for emotional 
problems. Thus, even though spiritists seem to 
provide an additional source of support to those with 
non-severe emotional problems, spiritists do not 
appear to be major participants in the treatment of 
mental health problems in Puerto Rico. Considering 
the covert pattern of spiritist practices among 
Puerto Ricans, this statement would obviously need 
validation with additional research. 

Two important weaknesses of this study, which 
limit the power of the conclusions, must be 
&cknowledged. First, as was stated in the methods 
section, the diagnoses and symptom counts are 
lifetime measures, as is the measure of use of spiritists 
or mental health professionals. This means that use 
of spiritists may have been independent in time from 
the presence of psychiatric symptoms. Second, 
because the study was retrospective, we do not know 
if those who had not gone to a spiritis: would have 
done so if a crisis were to occur. 

Thus it is important for future epidemiological 
work in this area to be prospective. Research in this 
area needs to be focused on when anc under what 
circumstances individuals who use spiritists do so and 
why only a subgroup of these also use the services 
of professional mental health specialists. Harwood’s 
(1977) research provides a clue as to when the services 
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of a spiritist are sought. He found that those visiting 
spiritists were likely to be experiencing a life-cycle 
transition, such as puberty, early marriage difficulties, 
or menopause. If this and our findings of no serious 
mental disorder among those visiting spiritists is 
confirmed in further research, then spiritists could 
be seen as a valuable asset to the formal mental 
health care system, since they would appear to serve 
people without serious mental health disorders and 
perhaps divert them from excessive use of the 
professional mental health system. 
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A Prospective Study of First-Incidence Depression 
The Lundby Study, 1957-72 


BIRGITTA RORSMAN, ANNE GRASBECK, OLLE HAGNELL, JAN LANKE, ROLF OHMAN, 
LEIF OJESJO and LENA OTTERBECK 


The present study Is based on the so-called 1957 Lundby cohort, a geographically defined normal 
Swedlsh population of 2612 Individuals who were evaluated for mental disorders in 1957 and 
1972. The annual age-standardised flrst incidence of depression, with or without other 
psychiatnc symptoms, all degrees of impairment Included, was found to be 4.3 per 1000 person 
years in men and 7.6 per 1000 person years in women. Up until 70 years of age, the cumulative 
probabllity of suffering a first episode of depression was 27% in men and 45% in women. 


Most epidemiological investigations on tke occurrence 
of depression in the general population are prevalence 
studies, while incidence studies are scarce (Boyd & 
Weissman, 1981; Murphy et al, 1988). The main 
reason for this is probably that most community 
samples are not large enough to yield, within a 
reasonable period of time, enough new cases to 
enable calculations of incidence. 

The present study is based on a Swedish normal 
population of 2612 individuals who on a certain date 
in 1957 constituted the total parish register of the 
inhabitants of a small, mainly rural area (Lundby) 
of Sweden. The population has been subjected to 
repeated evaluations by psychiatrists. First-incidence 
rates-of depression during the following 15 years, 
1957-72, are given. 


Method 


The investigation was performed within the framework of 
the so-called Lundby study, which was initiated in 1947 by 
Essen-Moóller et al (1956). The population dealt with here 
differs from the original 1947 Lundby cohort, while 
methods for case finding, evaluation, collection of data, 
etc., have remained similar throughout the project. Before 
describing the present population, a short p-esentation of 
the historical background of the Lundby s-udy is given. 


The Lundby study 


The study is based on a geographically defined Swedish 
population of 3563 persons who have been subjected to 
personal evaluations by trained psychiatrists on three 
occasions: in 1947, 1957, and 1972. Additianal data were 
obtained from relatives, key informants, hospital records, 
and various official registers. 

The project started in 1947, when Essen-Moller and 
collaborators made a point-prevalence study of all the 2550 
inhabitants registered on a certain date in the Lundby parish 
register (Essen-Moller et al, 1956). In 1957 Hagnell made 
a follow-up study of the original population, irrespective 


of domicile, and also examined the 1013 newcomers in the 
Lundby area (Hagnell, 1966). In 1972 a second follow-up 
of the total population was performed, irrespective of 
domicile (Hagnell, 1986). Since in Sweden everybody must 
appear on a local register, and not more than one, this 
method of selecting samples gives unambiguously defined 
cohorts. 

The three field examinations were performed in a similar 
way: the persons were visited, mostly in their homes, by 
a psychiatrist who carried out an interview focusing on 
mental health, adding a description of the personality and 
the environment. The interview was semistructured in the 
sense that the interviewer had to fill in a form for each 
proband on which a number of items were to be checked. 
Except for this limitation, the history taking was free. The 
only demands on the examiner were to use his skill and 
experience as a psychiatrist as fully as possible, and to 
record and describe his observations as completely as 
possible on the field examination form. The completed 
forms were then used as raw data, together with all other 
available outside information, in the final, global evaluation 
of ‘caseness’, diagnoses, etc., for later coding and 
scoring. 


The present population 


The 1957 Lundby cohort consists of all 2612 persons who 
were in the Lundby parish register on 1 July 1957; it can 
thus be considered as an unselected normal population. The 
age and sex distribution of the cohort is given in Table I. 
More than 98% were personally examined in 1957. 

During the 15-year interval between 1957 and 1972, 706 
persons moved out of the area, but almost all probands 
were revisited in 1972 and examined again irrespective of 
domicile. In only 0.6% of the population was the information 
not reliable enough for a psychiatric evaluation. (For a more 
comprehensive description of this 1957 cohort, see Hagnell 
et al (1986).) 


Diagnostic criteria 


The diagnostic criteria for depression have remained similar 
throughout the study. It would have been possible, at the 
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TABLE I 
Survey of the 1957 Lundby cohort (n — 2612) 

Age in 1957 
(years) Men Women Total 

0- 9 169 171 340 
10-19 216 209 425 
20-29 170 149 319 
30-39 170 150 320 
40-49 193 189 382 
50-59 201 172 373 
60-69 99 123 222 
70-79 70 82 152 
80+ 47 32 79 
Totals 1335 1277 2612 





1972 field examination, to use more modern diagnostic 
systems and to apply the standardised diagnostic instruments 
which were then available, such as the Mental Status 
Schedule or the Present State Examination. However, we 
chose to maintain the criteria adopted in the previous two 
studies in order to be able to make comparisons over time. 

The main symptoms found in persons diagnosed as 
suffering from depression were the following: 


“Lowered mood, depressive feelings, tendency to guilt 
feelings, gloomy outlook, reduced activity, lack of 
initiative, reduced self-esteem, lowered enjoyment of 
life and feeling of low vitality, anxiety, and fear. Has 
more difficulty than usual, and is often unable to carry 
out his daily responsibilities. Sometimes retardation is 
present. The subject is often worse in the morning and 
better towards the evening. Often he has sleep 
disturbances and wakes up in the early morning. Loss 
of appetite and weight.” (Hagnell, 1966) 


Persons who in addition to depression as the most 
prominent symptom also had other coexisting psychiatric 
symptoms, such as anxiety, were included. 

When comparing the Lundby criteria with other modern 
diagnostic systems, it can be said that most of the persons 
who were diagnosed as having depression in Lundby had 
a unipolar depression, and most of them corresponded 
broadly to the category major depressive disorder according 
to DSM-III (American Psychiatric Association, 1980). 


Degree of impairment 


The degree of impairment was rated as severe, medium, 
or mild, in accordance with the previous Lundby study 
(Hagnell, 1966). It should be emphasised that the 
‘mild’ group does not include borderline cases; rather, 
even mildly impaired subjects had symptoms so obvious 
that the evaluating psychiatrist considered the depression 
to be definitely pathological and of clinical signifi- 
cance, requiring therapeutic intervention. For a shorter 
or longer period of time the subjects showed a reduced 
capacity to function, for many of them leading to a 
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generally reduced activity of at least 50%. Severe cases, on 
the other hand, showed a total inability to work and 
function, and either depended on daily help or were 
completely taken care of periodically or permanently as a 
consequence of their depressive disorder. 

A sample of illustrative case histories of probands with 
depression of different degrees of impairment is available 
on request. 


Statistical methods 


The first step in our statistical procedure was to determine, 
for each person involved, a period of risk. In the absence 
of any episode of depression before 1 July 1957, the risk 
period starts on that date; however, if such a previous 
episode has occurred, no risk period exists at all. Then the 
period, if any, lasts until 1 July 1972, death, or onset of 
depression, whichever occurs first. Note that the start of 
an episode once and for all terminates the risk period (as 
we wanted to study the incidence of first episodes of 
‘depression’). The risk period is then divided into segments, 
a new segment beginning when the person enters a new ten- 
year age group. Finally the results are aggregated over the 
entire cohort, i.c. for every age group the lengths of all risk- 
period segments in that age group are added together. 
In the same way the number of first episodes of 
depression is counted for each age group. During 
both these aggregation processes the two sexes arc treated 
separately. 

For each sex and each ten-year age group the sex- and 
age-specific incidence rate of first episodes of depression 
is estimated by the ratio »=C/L, where C is the number 
of first episodes and L is the aggregate period of risk, both 
relating to the sex and age group under consideration. The 
standard error of such an estimate is obtained by dividing 
the estimate » by VC; thus 


s.e.(g) s &- VC. 


One way of summarising a set of age-specific incidence 
rates is to compute an overall incidence rate through 
standardisation. We have done this using direct standardi- 
sation, where the result is simply a weighted average of the 
age-specific rates, the weights being given by the age 
structure of a reference population. For our reference 
population we chose the Lundby cohort of 1 July 1947, 
in order to achieve comparability with other results from 
the Lundby study; note that it is only the age structure of 
the reference population that matters. 

Another summary measure of age-specific incidence rates 
is the lifetime risk of developing the disease. As a first step 
towards computing that risk, one starts by computing, for 
each ten-year age interval, the probability p of contracting 
the disease during that interval; the equation is: 


p-1-e 
Strictly speaking, this probability is a conditional one: it 


refers to a person who has not experienced the disease 
before entering the age interval and who does not die, 
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without having had the disease, before the end of that 
interval. The standard error of p is: 


s.e.(p) = 10 (1— p) SE(u) 


Given probabilities p,, p,, . . . referring to single age 
groups, one computes cumulative probabilities P,, P, 
. .. such that: 


P,=1-(1-p) (I~p)) ... Q0-p) 


Where P, is the probability of having the disease before 
the end of the jth ten-year age interval (strictly speaking, 
conditional on not dying before that age without having 
had the disease). The standard error of P, is: 


s.e.(P) = 10 (1 -P) 
— LM — 
(s.e.) (m) + (s.e. (n) - . .. * s.e.)'(u) 


Now, the lifetime risk is defined as P, fcr some fairly 
large value of j; if we choose j=8 we obtain the risk of 
contracting the disease before the age of £0. Here, two 
points should be noted: (a) the probability is a conditional 
one, referring to persons who do not die, without having 
ever had the disease, before the age of 80; (b) the probability 
does not refer to an actually existing population — rather, 
it is a theoretical construct describing what would happen 
if the age-specific incidence rates observed in the cohort 
under study were conserved for a long tim2. 


Results 


Out of the total of 2612 persons in the 1957 Lundby cohort, 
124 were diagnosed as having depression on the key date 
in 1957 or as having had at least one episode of depression; 
as already mentioned, these persons do not enter into our 
computations. Of the remainder, 205 had their first episode 
of depression during the following 15 years. 

Table II gives the first incidence and risk of contracting 
depression with different degrees of impairment with or 
without other coexisting psychiatric symptoms in the 1957 
Lundby cohort over 1957-72. 

When all degrees of impairment are included (Table II 
(c)), 77 men and 128 women had their first episode of 
depression during the 15 years. The age-standardised annual 
incidence rate in this group was 4.3 per 100€ person years 
in men and 7.6 per 1000 person years in women; the 
difference between the sexes was statistically significant 
(P<0.001). In both sexes the majority fell ill between 20 
and 60 years of age, with a peak in the age groups 40-49 
for men and 20-29 for women. Among children under ten 
years of age and among persons aged 80 years and over 
no new cases were registered. 

The cumulative probability of contracting any type 
of depression up to 70 years of age was 25.9% in men 
and 45.2% in women. The female dominance was statisti- 
cally significant (P<0.001). Few of those diagnosed with 
depression were severely impaired (eight men, nine women) 
(Table II (a)). The findings are further illustrated by 
Figs 1 and 2. 
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Fic. 1 Annual incidence, by age, of first episodes of any degree 
of depression with or without other coexisting psychiatric symptoms 
based on data from the Lundby 1957 cohort during the period 
1957-72 (n - 2612) (—— men; —women). 





Men 


Fio. 2. Cumulative probability of suffering from depression with 
or without other coexisting psychiatric symptoms before the age 
of 80 based on data from the Lundby 1957 cohort during the period 
1957-72 (n-2612) (degree of impairment: m severe; m 
severe + medium; O severe + medium + mild). 


Discussion 


In the present study we estimated the annual age- 
standardised first incidence of depression, all degrees 
of impairment included, to be 4.3 per 1000 person 
years in men and 7.6 per 1000 person years in women. 

No first episodes of depression were recorded 
among children under ten years of age. Recent 
research has shown that depressive disorders 
can arise in childhood (e.g. Angold, 1988). 
In the present study we probably underesti- 
mated the occurrence of depression in child- 
hood and early adolescence. The examining doctors 
had no training in child psychiatry. Most of 
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First incidence and risk of developing depression with or without other coexisting psychiatric symptoms based on data 


. from the Lundby 1957 cohort during the period 1957-72 (n — 2612) 


Observation 
Age interval yeurs of risk 


(a) Degree of impairment: severe 


0- 9 814.4 
10-19 2682.0 
20-29 2889.0 
30-39 2488.0 
40-49 2579.6 
50-59 2922.5 
60-69 2127.3 
70-79 1108.0 
80+ 539.3 
Total 18150.1 
Age-standardised total 
Women 

0- 9 761.5 
10-19 2651.5 
20-29 2156.9 
30-39 2263.5 
40-49 2280.1 
50-59 2550.3 
60-69 2174.8 
70-79 1340.7 
80+ 604.1 
Total 17383.4 


Age-standardised total 


No. of 
cases 


eCoODOWeH WH OO 


oor hOoerrNODO 


(b) Degree of impairment: severe + medium 


Men 
0- 9 808.1 
10-19 2633.1 
20—29 2816.3 
30-39 2393.0 
` 40-49 2473.6 
50-59 2733.5 
60-69 1988.1 
70-79 1008.0 
80+ 505.3 
Total 17359.0 
Age-standardised total 
Women 
0- 9 758.4 
10-19 2602.0 
20-29 2595.7 
30-39 2008.7 
40-49 1928.8 
50-59 2155.2 
60—69 1917.6 
-70-79 1153.1 
80+ 538.0 
Total 15657.5 


Age-standardised total 


0 
3 
10 
7 
10 
11 
3 
2 
0 
46 





Probability of 
disease during 

Rate per year age interval 
0.0000 (0.0000) 0.000 (0.000) 
0.0000 (0.0000) 0.000 (0.000) 
0.0003 (0.0003) 0.003 (0.003) 
0.0012 (0.0007) 0.012 (0.007) 
0.0004 (0.0004) 0.004 (0.004) 
0.0010 (0.0006) 0.010 (0.006) 
0.0000 (0.0000) 0.000 (0.000) 
0.0000 (0.0000) 0.000 (0.000) 
0.0000 (0.0000) - 
0.0004 (0.0001) 

0.0000 (0.0000) 0.000 (0.000) 
0.0000 (0.0000) 0.000 (0.000) 
0.0007 (0.0005) 0.007 (0.005) 
0.0004 (0.0004) 0.004 (0.004) 
0.0004 (0.0004) 0.004 (0.004) 
0.0000 (0.0000) 0.000 (0.000) 
0.0018 (0.0009) 0.018 (0.009) 
0.0007 (0.0007) 0.007 (0.007) 
0.0000 (0.0000) - 
0.0004 (0.0001) 

0.0000 (0.0000) 0.000 (0.000) 
0.0011 (0.0007) 0.011 (0.007) 
0.0036 (0.0011) 0.035 (0.011) 
0.0029 (0.0011) 0.029 (0.011) 
0.0040 (0.0013) 0.040 (0.012) 
0.0040 (0.0012) 0.039 (0.012) 
0.0015 (0.0009) 0.015 (0.009) 
0.0020 (0.0014) 0.020 (0.014) 
0.0000 (0.0000) - 
0.0023 (0.0004) 

0.0000 (0.0000) 0.000 (0.000) 
0.0012 (0.0007) 0.011 (0.007) 
0.0073 (0.0017) 0.071 (0.016) 
0.0050 (0.0016) 0.049 (0.015) 
0.0083 (0.0021) 0.080 (0.019) 
0.0065 (0.0017) 0.063 (0.016) 
0.0057 (0.0017) 0.056 (0.016) 
0.0052 (0.0021) 0.051 (0.020) 
0.0000 (0.0000) - 
0.0044 (0.0005) 


Cumulative 
probability of 
disease 


0.000 (0.000) 
0.000 (0.000) 
0.003 (0.003) 
0.015 (0.008) 
0.019 (0.009) 
0.029 (0.010) 
0.029 (0.010) 
0.029 (0.010) 


0.000 (0.000) 
0.000 (0.000) 
0.007 (0.005) 
0.012 (0.007) 
0.016 (0.008) 
0.016 (0.008) 
0.034 (0.012) 
0.041 (0.014) 


0.000 (0.000) 
0.011 (0.007) 
0.046 (0.012) 
0.073 (0.016) 
0.110 (0.019) 
0.145 (0.021) 
0.158 (0.022) 
0.174 (0.024) 


0.000 (0.000) 
0.011 (0.007) 
0.081 (0.017) 
0.126 (0.021) 
0.195 (0.025) 
0.246 (0.027) 
0.288 (0.029) 
0.324 (0.031) 


(Cont.) 
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(c) Degree of impairment: severe + mediura + mild 


Men 

0- 9 807.5 0 0.0000 (0.0000) 0.000 (0.000) 0.000 (0.000) 
10-19 2617.4 6 0.0023 (0.0009) 0.023 (0.009) 0.023 (0.009) 
20-29 2786.1 13 0.0047 (0.0013) 0.046 (0.012) 0.067 (0.015) ' 
30-39 2306.5 15 0.0065 (0.0017) 0.063 (0.016) 0.126 (0.020) 
40-49 2309.2 22 0.0095 (0.0020) 0.091 (0.018) 0.205 (0.024) 
50—59 2620.2 11 0.0042 (0.0013) 0.041 (0.012) 0.238 (0.025) 
60—69 1949.8 8 0.0041 (0.0015) 0.040 (0.014) 0.269 (0.027) 
70-79 981.8 2 0.0020 (0.0014) 0.020 (0.014) 0.283 (0.028) 
80+ 482.6 0 0.0000 (0.0000) - - 
Total 16861.1 TI - - 
Age-standardised total 0.0043 (0.0005) 
Women 

0- 9 751.2 0 0.0000 (0.0000) 0.000 (0.000) 0.000 (0.000) 
10-19 2579.4 8 0.0031 (0.0011) 0.031 (0.011) 0.031 (0.011) 
20-29 2457.7 37 0.0151 (0.0025) 0.140 (0.021) 0.166 (0.023) 
30-39 1795.2 16 0.0089 (0.0022) 0.085 (0.020) 0.237 (0.027) 
40-49 1733.7 20 0.0115 (0.0026) 0.109 (0.023) 0.320 (0.030) 
50-59 1903.5 20 _ 0.0105 (0.0023) 0.100 (0.021) 0.388 (0.030) 
60-69 1734.6 19 0.0110 (0.0025) 0.104 (0.023) 0.452 (0.030) 
70-79 1060.5 8 0.0075 (0.0027) 0.073 (0.025) 0.491 (0.031) 
804- 482.0 0 0.0000 (0.0000) - - 
Total 14503.8 128 - - 
Age-standardised total 0.0076 (0.0007) 
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Values 1n parentheses are standard errors. 


the deviations found in the 0-15-year age group were 
classified under the broad heading of child neurosis. 
The comparably few new cases (ten altogether) found 
among persons 70 years and over may also be an 
underestimate, mirroring the difficult differential 
diagnosis between depression and normal ageing, as 
well as between depression and the early stages of 
dementia. The finding that an onset of depression 
is relatively rare in old age is, on the cther hand, in 
agreement with most other similar epidemiological 
studies. 

From the NIMH Epidemiologic Catchment Area 
(ECA) Program, Eaton ef al (1989) reported one- 
year first incidences of several DSM-III categories 
of mental disorder including major depressive 
disorder. When four of the ECA catchment areas 
were pooled together, the one-year first incidence 
of major depressive disorder was found to be 
11.0 per 1000 person years in men and 19.8 per 
1000 person years in women; it should be noted 
that Eaton et al considered incidence only in 
people who were at least 18 years old at the first 
interview. 

From the Stirling County study, Canada, Murphy 
et al (1988) presented first incidences of depression 
and anxiety. For depression they fcund the age- 


standardised annual first incidence to be 2.1 per 1000 
person years in men and 2.5 per 1000 person years 
in women. 

The incidences arrived at in our investigation are 
thus lower for both sexes than those reported by the 
US team and higher than those reported by the 


Canadian team. The female dominance was statisti- .. 


cally significant in the ECA study as well as ours. 

In our study, severe first-time episodes of 
depression were rare. 

As emphasised by Murphy et al (1988) and other 
workers in this field, psychiatric epidemiological 
studies need to be viewed in the context of the 
different times and places of investigation as well as 
of the differences in methods and definitions. In the 
following we do not present definite explanations, 
but present some aspects of the discrepancies found. 


The population studied, the time period covered, and 
the recall of the probands 


This study and the Canadian study show many 
similarities concerning these three background 
characteristics. The Stirling County area and the 
Lundby area are both rural, undergoing moderni- 
sation and urbanisation. This study covers the period 
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1957-72; the Stirling County study 1952-68. The 
field examinations were performed 15-18 years apart 
in our study and 16-18 years apart in the Stirling 
County investigation. Proband recall ought thus to 
be similar in the two studies. The ECA study, on the 
other hand, was based on urban samples. The 
study started in 1980, and the time that passed 
from the first to the second interview was about 
380 days. 

It is well known that mental illness is more 
common among persons living in urban areas. During 
recent years there have been some indications that 
depression is increasing in modern society (Klerman, 
1978; Schwab et al, 1979; Hagnell et al, 1982). The 
considerably higher incidence of depression found 
in the US study compared with the Lundby and 
Canadian studies might at least partly be due to 
differences concerning time and place, as well as 
differences concerning the recall of the probands 
involved. 


The interview 


In the Canadian and US studies the interviews were 
performed by lay persons trained for the specific 
questionnaires used. The Lundby field examinations 
were carried out by psychiatrists. As far as we are 
aware, psychiatric general population surveys of 
comparable size, in which psychiatrists personally 
interview and evaluate the probands, are uncommon. 
A similar clinical approach was used by Kay ef al 
(1964, 1970) in the Newcastle upon Tyne survey and 
more recently in the Upper Bavarian field study 
(Diling & Weyerer, 1980; Meller ef al, 1986; 
Fichter ef al, 1988), and in a follow-up of 70-year- 
old people in Gothenburg (Svanborg, 1977; Nilsson, 
1984). 

A fundamental part of the psychiatric interviewing 
is the observation of behaviour and the effort to 
uncover normal and abnormal attitudes and emotions. 
It is not only what is said that is of importance, but 
also how it is said, how the person reacts, and a 
multitude of other non-verbal ingredients in the 
interview. 

The use of a psychiatrist as interviewer must have 
influenced the findings arrived at in this study. 
However, it is difficult to say to what extent the 
professional status of the interviewer increased or 
decreased the number of cases counted. Given an 
attentive listener, most people are eager to talk about 
themselves. The listener being a physician probably 
helped to achieve the high participation rate 
that characterises this study (98%). The clinical 
background of the evaluating physicians probably 
made them more prone than laymen to critically 
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analyse the psychiatric histories given by the 
probands. On the other hand, physicians may in 
some cases run into the trap of *medicalisation' and 
*psychiatrisation'. 


The definition of a case of depression 


Our criteria for depression seem to have many 
similarities with the computerised symptom patterns 
applied for diagnosing depression by Murphy et al 
in the Canadian study. The ECA group used DSM- 
III, and the Diagnostic Interview Schedule (DIS; 
Robins et al, 1981, 1985). These diagnostic tools were 
not available for the Lundby team in 1972. However, 
we feel fairly certain that most of the persons who 
were judged to have depression in the Lundby study 
would have received a diagnosis of major depressive 
disorder had they been subjected to strict, struc- 
tured diagnostic procedures according to DIS or 
DSM-III. 

The definition of depression used in this study is 
mainly based on the global, clinical impression of 
a psychiatrist, and may seem rather subjective, 
unsophisticated, and broad compared with the precise 
diagnostic techniques that are now available. The 
attempt to construct strict, comparable diagnostic 
criteria for mental disorders has had a tremendous 
impact on modern psychiatry and has brought about 
an increased interest in psychiatric epidemiology all 
over the world. However, many problems still 
remain. Standardised interviews may, for example, 
in the hands of less careful researchers, result in 
what Barrett (1986) calls ‘‘pseudo-comparabiljty of 
diagnosis’’, and thus give a false sense of exactness 
in diagnosing. Our opinion is that ‘soft-data studies’ 
of the kind presented here are still of importance. 


Conclusion 


The first-incidence rates for depression presented 
here are lower than those reported from the ECA 
Program and higher than those presented from the 
Stirling County study. The occurrence of depression 
in this population was also studied in terms of 
cumulative probabilities. Among those who lived 
until 70 years of age more than a quarter of the men 
and nearly half of the women had experienced, at 
least once, depression of such severity that the 
evaluating psychiatrist considered the disorder to be 
of clinical significance. The results are of course 
representative of only one particular cohort at one 
particular time. 

One fundamental requirement when combating 
mass diseases like mental disorders is to find out their 
occurrence in the ordinary, unselected population. 
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The prospective, long-term design of the Lundby study 
makes it suitable not only for calculations of the inci- 
dence of mental disorders, but also for analysing factors 
that might be of aetiological or prognosticimportance. 

The present findings indicate that ‘normal’ people 
run a high risk of developing a depressive disorder. 
In on-going studies, persons with depression in the 
Lundby study are being investigated for, for 
example, premorbid personality traits and familial 
distribution of depression. 
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Anxiety and Depression in a Village in Lesotho, Africa: 
A Comparison with the United States 


MICHAEL HOLLIFIELD, WAYNE KATON, DAVID SPAIN and LIMAKATSO PULE 


Adutts in a village in Lesotho, Africa, were interviewed to determine the community prevalence 
of major depression, panic disorder, and generalised anxiety disorder. The prevalence data 
were compared with data from a large epldemlological study in the United States utllising 
the same research instrument. There was a significantly higher prevalence of all three diagnoses 
in Lesotho as compared wrth the United States. As in the United States, women were at an 
increased risk for these disorders, although statistical signiflcance was not demonstrated for 
depression. The majority of people (7796) who had experlenced panic attacks said they had 
sought help for their symptoms, with the majority attending Western-trained doctors. The 
relationship between explanatory models and help-seeking behavlour was explored in people 
who had had panic attacks. Less than 4096 of those with generalised anxlety disorder said 


they sought help. 


During the past decade there has been increased 
interest in mental health problems in developing 
countries. There had been a prior misconception 
that developing countries were almost without the 
psychiatric problems encountered in industrialised 
nations. This notion arose from the belief that 
anxiety and depression were created by the excessive 
demands and pressures imposed by technological 
development - in short, by the rat race (Egdell, 1983). 

In 1976 the World Health Organization began its 
Collaborative Study on Strategies for Extending 
Mental Health Care (Harding et al, 1983), to evaluate 
community mental health care within the primary 
health care system in developing countries. This 
collaborative study used the Self-Rating Questionnaire 
(Harding ef al, 1980), a 24-item inventory which 
allows investigators to determine the prevalence of 
‘conspicuous psychiatric morbidity (CPM)', not 
specific diagnoses. The prevalence of CPM in 
primary-care clinics ranged from 10.6% to 17.7% 
in five of the seven centres studied (Harding ef al, 
1980; Diop et al, 1982). 

Giel & Van Luijk (1969) had found that 18.5% 
of those attending an urban clinic and 19.5% of 
those presenting to a rural clinic in Ethiopia were 
primarily suffering from a psychiatric disorder, as 
assessed by a clinical interview similar to one used 
by Kessel (1960). Mbanefo (1971) determined, using 
clinical interview, that 15% of 1460 patients attending 
his general medicine clinic over three months had a 
psychiatric disorder. Ndetei & Muhangi (1979) 
demonstrated again by clinical interview that 20% 
of 140 patients attending a suburban walk-in clinic 
in rural Kenya were suffering primarily from a 
psychiatric disorder. In industrialised countries, 


Goldberg & Blackwell (1970) found the CPM of a 
general practice in London, UK, to be 20%, while 
Giel & Le Nobel (1971) found similar results in the 
Netherlands. Thus, the prevalence of CPM in 
primary-care settings seems to be similar between 
developing and industrialised countries. 

We have found only two studies that compared 
community prevalences of mental illness between 
developing and industrialised countries, as has been 
done for primary health care. Leighton ef a/ (1963) 
assessed specified psychiatric symptoms rather than 
diagnostic groups in rural and urban populations in 
Nigeria, which was designed to produce data compar- 
able with those from studies in Canada. Twenty-one 
per cent of rural respondents and 31% of city 
respondents in Nigeria had significant psychiatric 
symptoms, which was similar to the Canadian data. 
Orley et al (1979) found a 4.9% prevalence of 
‘definite neuroses’ in rural Uganda, with an addi- 
tional 20.4% of the population above the cut-off 
point on the brief form of the ninth edition of the 
Present Status Examination (Wing et al, 1974, 1977). 
Combining all cases at the threshold level, 27% of 
women and 24% of men in Uganda had evidence of 
psychiatric disorder compared with 11% of women 
in a suburb of south-east London. In Ugandan 
women, 22.6% had depression and 4.3% had anxiety 
compared with 9.3% and 1.3% in London women 
respectively. A community study in West Bengal, 
India, yielded a depression prevalence of 3.89/o, using 
clinical interviews (Nandi et al, 1976). 

Much of the past work in developing countries has 
focused on the detection and management of 
schizophrenia, mental retardation, and organic brain 
syndromes. However, studies from these countries 
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show that about 50% of the people in the community 
with mental disorders suffer from anxiety and 
depression (Giel & Van Luijk, 1969). O1 the patients 
who present to primary-care centres with mental 
disorders, between 79% and 100% suffer from 
anxiety and depression (Harding ef a/, 1980). In 
addition, it is this subset of patients, with anxiety 
and depression, who are most frequently misdiag- 
nosed owing to the somatic presentation of the 
patient and the subsequent focus on physical 
symptoms by the health-care worker. This pattern 
holds true in developing (Harding ef a’, 1980; Diop 
et al, 1982) as well as in industrialised nations 
(Widmer & Cadoret, 1978; Goldberg, 1979; Sheehan 
et al, 1980; Nielson & Williams, 1980; Seller et al, 
1981; Katon, 1984). 

The main objective of this study was to determine 
the prevalence of panic disorder (PD), generalised 
anxiety disorder (GAD), and major depression 
(DEP) among the Basotho people (singular: Mosotho) 
in a medium-sized village (pseudonym ‘Midvill’) in 
Lesotho. These findings were then compared with 
data from the Epidemiologic Catchment Area (ECA) 
study in the United States (Myers et al, 1984), which 
utilised the same research instrument. Our study is 
novel in using a structured psychiatric interview, the 
NIMH Diagnostic Interview Schedule (DIS; Robins 
et al, 1981), to obtain specific psychiatric diagnoses 
by DSM-III criteria (American Psychiatric 
Association, 1980) in Lesotho, and by attempting to 
compare and contrast the United States with a 
developing country. Similar epidemiological data on 
PD and GAD were also collected from a smaller, 
mountain village in Lesotho, which is a more 
‘culturally traditional’ village than Midvill, which we 
refer to as a ‘Westernised’ village. The comparison 
between these two villages is the subject of a 
forthcoming paper which will discuss the relative 
prevalence, and offer an ethnographic view of the 
differences. 


Method 


This is a prospective prevalence study of mental illness in 
Lesotho, Africa, a country geographically surrounded by 
the Republic of South Africa. Data were collected over ten 
weeks from 356 subjects (from 456 selected, 78% response 
rate), from November 1986 to January 1987. Approval for 
the study was obtained from the Human Subjects Review 
Committee at the University of Washington, the Lesotho 
Ministry of Health, and through meetings with the 
chieftainesses and people of Midvill. 

Midvill is a small lowland town of approximately 1130 
residents over the age of 18. It is located just off the main 
paved highway, approximately 45 km south of the capital, 
Maseru. Buses and taxis frequent this highway. In the town, 
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there is a 145-bed hospital, a police station, a post office, 
a nursery school, an elementary school, and two high 
schools, along with a book.depot, a printing facility, several 
chürches, church offices, a seminary, and the ‘Mophato’ - 
a traditional circumcision school now used for offices and 
small conventions. There are also small, rural shops. 
Dwellings vary from modern rectangular brick homes with 
metal roofs to traditional mud huts with thatch roofs. 
Personal dress varies accordingly. Many people speak 
English in addition to Sesotho. Approximately 40 
expatriates live there, most of whom are Europeans or 
Americans working in education or health care through 
church organisations. 

A map of the entire village was made, and families were 
designated a number from 1 to 514. It was determined by 
random sampling that each family (for study purposes 
defined as primary income provider plus his/her dependents, 
over the age of 18) averaged 2.2 persons. The number of 
persons to be interviewed was determined using the exact 
variance estimation (Levy & Lemeshow, 1980). The 
sampling of families was done using a random-numbers 
table (Lilienfeld & Lilienfeld, 1980), and each member of | 
the families selected were interviewed, where possible. We 
did not replace subjects when those originally selected could 
not be interviewed. 

An abridged form of the DIS was used to obtain 
diagnoses. The disorder was considered ‘current’ if criteria 
were met within one month of interview. Two additional 
self-report measures were also used: (a) the somatisation 
subsection of the Hopkins Symptom Checklist (SCL-90; 
Derogatis et al, 1974); and (b) the Zung Self-rating Anxiety 
Scale (SAS; Zung, 1971). Demographic information was 
also recorded. The above documents comprised the ‘screen 
instrument’. For subjects who met diagnostic criteria for 
PD, or GAD, or DEP, the first author returned to conduct 
an in-depth interview, using the DIS for reinterview, an 
adapted version of the Kleinman Explanatory Model (Katon 
& Kleinman, 1980), and a questionnaire regarding: (a) help- 
seeking behaviour, (b) behavioural manifestations, (c) 
family history, and (d) social history, including alcohol use. 2 

Translation of study documents into Sesotho was done 
by three bilingual Basotho people (two of whom had a BA 
degree, and one who was a registered nurse and co-ordinator 
of a nurse training programme). The initial task was to 
determine what Sesotho word or words would best describe 
the major concepts of anxiety, depression, fear, worry, and 
sadness as intended in the English version. After this was 
consensually agreed upon; the ‘screen instrument’ was 
translated and back-translated five times, alternating 
translators and correcting the Sesotho after each step. The 
intent was to translate semiotically, rather than for direct 
grammatical similarity. The final Sesotho copy was checked 
by a process whereby another independent bilingual 
Mosotho was asked to read the Sesotho, and then to repeat 
the direct English translation and describe the conceptual 
meaning of the Sesotho. The return in-depth interview was 
not translated. Instead, these interviews were conducted by ^ 
one interviewer (MH) with a trained Mosotho interpreter. 

We first conducted a pilot study to determine if the 

‘screen instrument’ was reliable and valid, utilising 
suggestions by Orley et al (1979). This was done by obtaining 
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TABLE I 
Demographic data of study population 





Men Women Total 
Sample size j 197 259 456 
No. interviewed 136 220 356 
No. missed in sampling 49 51 100 
in recruitment 24 35 59 
away locally 6 6 12 
working in RSA mines 14 0 14 
working/Lesotho 5 2 7 
sick 0 3 3 
refused 0 5 5 





Age range 19-93, mean 42.8 years. 


20 case studies from the village hospital before the study. 
These subjects were interviewed using the ‘screen instrument’ 
by a trained research assistant, and were subsequently 
interviewed by the first author using trained translators to 
verify symptoms, and to record deviations from or additions 
to the symptoms within the diagnostic categories. There was 
a high correlation of diagnoses between research assistant 
and first author (k=0.85), demonstrating reliability. While 
people with DEP presented with complaints of pain not 
often described in the US, the ‘screen instrument’ was 
shown to be sensitive and specific for PD, GAD, and DEP. 

A bilingual Mosotho woman with a BA degree was 
trained as research assistant (RA). She made all initial 








contacts, recruited subjects, obtained consent, and 
“TABLE II 
Current! psychiatric disorders by gender 
Depression? Panic Generalised 
: disorder? anxiety? 
n % n 6$ n % 

With DSM-III 

hierarchy 
Male ` 12 8.8 1 0.7 7 5.1 
Female 32 14.5 14 6.4 15 6.8 
Total ^' 5 44 12. 1542 22 6.2 
No DSM-III ` 

hierarchy Sy 
Male .12. 8.8 5 3.7 1i 8.1 
Female 32 14.5 3415.5 35 15.9 
Total 44 12.4 3911 46 12.9 
ECA study 

(USA) 
Male 1.3-2.2 0.3-0.8 — 
Female .. 3.0-4.6 0.9-1.2 — 
Total 2.2-3.5 0.6-1.0 — 





l. ‘Current’ was defined as within the last month. The ECA study 
determined six-month (previous) prevalence rates. . 

2. Comparing Lesotho with the US totals for all diagnoses, 
P<0.01. 

3. Comparing gender, Midvill, P<0.01. 

4. Comparing gender, Midvill, P<0.05. 
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interviewed in Sesotho using the ‘screen instrument’. All 
subjects were interviewed alone, when possible; deviation 
from this was rare. The first author returned to 45 (56%) 
of the subjects who bad at least one of the diagnoses sought, 
and conducted the return in-depth interview with a trained 
Mosotho translator. Inter-rater reliability between author 
and RA for all diagnoses (including ‘past’ diagnoses) was 
81% (k— 0.68). It should be noted that the discrepancy was 
most often with the time factor (i.e. whether the disorder 
was current or past) The return interview was also 
conducted with 10% of normals in the study population 
(k» 0.84). 

The data permit the following analyses: (a) calculation 
of the prevalence of PD, GAD, and DEP, (b) assessment 
of psychiatric disorders versus normals using the Zung and 
SCL-90 (a check for internal validity), (c) determination 
of behavioural manifestations of people with PD and GAD, 
(d) correlating explanatory models with help-seeking 
behaviour in those with PD and GAD, and (e) assessing 
if psychiatric disorders are partly predicted by certain 
demographic variables. 

The statistics employed were the Student's t-test for 
validity scales, and the x? test for comparing psycbiatric 
diagnoses with demographic variables, explanatory models, 
and help seeking. We did not attempt to improve power 
by using the Yates’ correction or the phi coefficient. 


Results 


Over the ten weeks 356 people were recruited. Table I shows 
demographic information, including for those missed in the 
sampling. 

Table II m the data for prevalence of current 
psychiatric disorders, comparing Lesotho with the ECA 
study in the US. If DSM-III criteria of hierarchy are 
adhered to, the following rates occurred in Midvill: 12.4% 
had DEP (5.6% without PD, and 6.8% with concurrent 
PD), 4.2% had PD without DEP, and 6.2% had GAD with- 
out DEP or PD. Fifty-nine (16.6%) people had either DEP, 
PD, or both. Regarding gender, wornen were at increased 
risk for all diagnoses sought, although statistical significance 
was reached only for PD and GAD. 

Table III shows other demographic variables versus 
psychiatric disorders. Risk of PD is increased for those 
unemployed at home. Risk of GAD is increased for those 
living alone, and is decreased for those who live with their 
parents. 

There are two likely confounding factors to these data 
(symptoms of schizophrenia were sought at return in-depth 
interviews, but, were rare enough not to skew the data). 
First, 19% of those with PD and DEP (56% response rate) 
said that they currently abused alcohol. DSM-III criteria 
for alcohol abuse were not appropriate in Lesotho, so abuse 
was simply defined as two or more tins full, three or more 
times per week. Second, gender was biasing for PD and 
GAD, but not for DEP, perhaps as a function of the x? 
statistic being influenced by small sample size. All diagnoses 
were more prevalent in women than in men, and a higher 
proportion of men were missed in our interviewing. If we 
liberally assume that all alcohol abuse was primary to the 
psychiatric diagnoses, and correct for alcohol as well as for 
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TABLE III 
Current psychiatric disorders by demographic variables, comparing those with and without disorders 





Depression 


Panic disorder 


Generalised anxlety 





with! (n 244) without! (n — 294) 
n * n % n 


with! (n=39) without? (n—222) with! (n=46) without (n — 267) 
5 n *$ n % 


n 





Occupation 
None 24 54 141 48 24 
Clerical 5 li 71 24 3 
Farm 0 8 3 0 
Industry 6 14 12 4 1 
Teaching 5 11 7 2 3 
Others 4 9 55 19 8 
Living 

situation 
Alone 4 9 22 8 5 
With spouse 22 50 103 35 11 
With parents 4 9 60 20 3 
Others 14 32 109 37 20 
Marital status 
Never 

married 4 9 70 24 6 
Married 27 61 156 53 20 
Widowed, 

separated, 

divorced 13 30 64 22 13 
Education 

level 
None 4 9 21 7 4 
To middle- 

school 19 43 132 45 20 
Middle-to- 
high-school 18 4l 103 35 12 
High-school graduate, 

and above 3 7 38 13 3 


*P«0.05. 
1. With current disorder. 
2. Those who have never had disorder. 


gender, the corrected prevalences by DSM-III hierarchy 
are as shown in Table IV. 

Table V shows the data from the psychological scales. 
People with PD, GAD, and DEP had signi-icantly higher 
mean scores compared with normals on both the SCL-90 
somatisation scale (P « 0.001) and the Zung anxiety scale 
(P« 0.001). 


61* 103 46 24 50 '129 48 
8 57 26 8 18 64 24 
4 2 1 2 6 2 
3 8 4 4 8 10 4 
8 8 4 2 4 8 3 
20 42 18 7 17 50 19 
13 10 5 9 19* 14 5 
28 83 37 19 40 99 37 
8 44 20 5 10 56 21* 
51 85 37 13 31 98 37 
15 51 23 10 22 60 23 
51 122 55 25 54 142 53 
33 46 21 11 29 61 23 
10 13 6 4 9 17 6 
51 86 39 24 52 112 42 
31 90 41 14 31 106 40 
8 33 15 4 8 32 12 


Table VI shows the relationship between explanatory 
models and help-seeking behaviour in a sample of people 
who had experienced panic attacks. The majority of these 
people (77%) said they had sought help for panic 
symptoms. Most people said they did not know what caused 
the attacks (68%), with 23% endorsing the origin as 
psychological, and only a few saying that spiritual or 


TABLE IV 
Current psychiatric disorders, corrected for gender and alcohol abuse, adhering to DSM-III hierarchy. Comparison 
with uncorrected values 














Men (n= 136) Women fn = 220) Total 
corrected uncorrected corrected uncorrected corrected uncorrected 
n * n % n * n % n $$ ^n % 
Depression 10 7.1 12 88 26 11.7 32 14.5 35 98 44 124 
Panic disorder 1 06 1 07 11 52 14 6.4 11 32 15 4.2 
Generalised anxiety 6 4.1 7 5.1 12 5.5 15 6.8 17 49 22 6.2 
en NC NND MN UEM MEE Df 


The number of subjects in each ‘corrected’ column is a round figure. The ‘corrected’ percentages are accurate. 
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TABLE V 
Current psychiatric disorders by psychological scales 


Mean s.d. T P 
SCL-90 somatisation 
No disorder 6.9 53 
Depression 21.3 8.6 10.71 «0.01 
Panic disorder 21.7 8.0 10.92 «0.01 
Generalised anxiety 17.6 9.4 7.55 «0.01 
Zung anxiety 
No disorder 31.8 2.9 
Depression 357 49 5.13 «0.01 
Panic disorder 36.9 6.4 4.34 «0.01 
Generalised anxiety 35.7 5.2 5.02 <0.01 


‘T values’ are derived from comparison with the ‘no disorder’ 
group. 


-somatic forces were causative. None of the 31 respondents 
said that the attacks should be treated by the traditional 
doctor, yet seven (23%) actually attended traditional healers 
at some time in their life for panic symptoms. Most people 
attended Western-trained doctors for panic symptoms. For 
GAD, more than 60% interviewed said they did not seek 
help for their symptoms. None of those interviewed with 
GAD attended a traditional healer. 


TABLE VI 


Explanatory models of panic attacks and help-seeking 
behaviour in 31 subjects 


No. % 
Cause of spells 
Don’t know 21 68 
Somatic 2 7 
Psychological 7 23 
` Spiritual/witchcraft 1 3 
How to treat?! 
Don’t know 21 72 
None 1 3 
Traditional healer 0 
Modern doctor 6 21 
Either healer or doctor I 3 
Help-seeking (initial) 
None 7 23 
Priest 1 3 
Traditional healer 5 16 
Modern doctor 18 58 
Help-seeking (lifetime)? 
None 7 23 
-—Priest 2 6 
Traditional healer 7 23 
Modern doctor 18 58 


1. Data missing for two subjects. 
2. Some subjects made more than one response. 
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Discussion 


We must initially note the difficulties inherent in 
studies such as this one. First, it is difficult to control 
for the numerous variables which might account for 
cross-cultural differences. Second, while the DIS has 
been validated in the US, this was not the case 
in Lesotho. Third, there are clear difficulties in 
obtaining analogous meanings in the translation of 
documents. Occasionally we find that there is 
imperfect analogy cross-culturally with a certain 
word or expression. This is certainly true of the word 
‘depression’: there are two or three words in Sesotho 
that can mean ‘depression’, depending on context. 
Lastly, methods and logistics will always be imperfect, 
and researcher and reporting bias inevitable. 

We believe we adequately addressed these 
obstacles. The aid of local research assistants helped 
us understand important cultural variables, and we 
have also utilised the work of Goodenough (1981) 
and Kucholl (1985) to help us understand theoretical 
and practical cultural issues. Document translation 
was done semiotically rather than literally, utilising 
the concepts discussed by Leff (1977) and Orley et 
al (1979). While document validation was not of 
highest priority, we did utilise a period of validation, 
and we believe that our document was measuring 
what it purports to measure. Also, internal validity 
was demonstrated using the Zung scale and the 
SCL-90. The ‘screen instrument’ was shown to be 
reliable in obtaining diagnoses sought, but the 
element of time was difficult to agree upon with 
subjects. Further work could be done to change and 
*titrate' diagnostic criteria (including time concepts) 
to match ‘clinical significance’ more closely in 
Lesotho, but we believe our research methods were 
sound, and the corrections adequate. 

The main finding was that the prevalence of DEP, 
PD, and GAD was higher in Lesotho than in the US 
(Myers et al, 1984), although the populations were 
not necessarily equivalent in size or age matched. 
These findings further dispute Laubscher's (1937) 
and Carothers’ (1953) suggestion that depression is 
uncommon in African populations, and support 
findings of Leighton ef al (1963) and Orley et al 
(1979), who demonstrated that the prevalence of 
depressive symptoms in Nigeria and Uganda were 
higher than in Canada and London, respectively. 

The Basotho tended to be moderately impaired by 
anxiety, and they most often stated that they did not 
know what caused their symptoms. While none said 
that the best treatment for panic attacks was by going 
to a traditional healer, 23% had indeed gone to 
one at some some in their life because of panic 
symptoms. 
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While the majority of people with panic attacks 
had sought treatment, the majority of people 
with, GAD had not. Panic attacks were perceived 
as more severe than GAD, and while people 
tended to first seek help from those who share 
their explanatory model, they would seek help 
anywhere that offered the possibility of symptom 
relief. 

Some investigators have suggested that a heavy 
burden of infectious and chronic diseases might 
mimic psychiatric disorders, thus increasing their 
apparent prevalence rates. Giel & Van Luijk (1969) 
suggested that the importance of infectious diseases 
relative to psychiatric disorders depends on location, 
climate, and other health factors. Lesotho is essen- 
tially a non-tropical country, and the health service 
area served by the hospital in Midvill has an extensive 
community health care programme. Thus, we expect 
that physical illness confounds the data from our 
particular sample less than in many developing 
countries, although we cannot offer data to support 
this , 


It has been suggested that one reason for the 
greater psychiatric morbidity in Africa might be that 
these disorders are largely untreated. While this study 
did not examine this point as a priority, we can 
anecdotally verify this, with a qualification. The 
qualification is to define ‘untreated’ as ‘without an 
accepted treatment protocol by US or European 
standards’. It is clear that 70-75% of the people in 
Lesotho with anxiety or depression hed sought help 
somewhere for their symptoms, but the treatment 
prescribed was often different from conventional 
Western methods. It was indeed rare, even in urban 
areas, to encounter a subject who had had prior 
treatment with conventional .antid2pressants or 
anxiolytics. - 

While lack of treatment may be a factor for the 
differences in prevalence of DEP and PD, we do not 
think that this accounts for, most of the variance. 
Others have suggested that the mood of depression 
is a response to harsh environmental experiences, and 
that there is a ‘‘linear relationship between severity 
of depression and the number and severity of adverse 
experiences" (Orley ef al, 1979). The Basotho 
certainly experience difficulty. Lesotho is ranked by 
the United Nations as one of the ten poorest nations 
in the world in terms of ‘natural production’. (US 
Department of State, 1982). In 1950 Lesotho was the 
‘granary for Southern Africa’, with 24% of the land 
arable, producing 11900 kg of corn per hectare. 
Presently, owing to many regional faztors, Lesotho 
produces only 40% of its own food; the figures for 
1970 were 5 200 kg of corn per hectare, with 15% 
of the land arable (Murray, 1981). Approximately 
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50% of Basotho men aged 20-39 work in the South 
African mines. Being gone for months to years at 
a time depletes the effective work force within 
Lesotho, and has divided families and damaged - 
social support. Almost all tnen spend their middle, 
working years away from their rural homes, which 
has created a ‘middle-age desertion’ syndrome. 
Neonatal mortality is between 37 and 111 per 1000 
(Scott Hospital Staff, 1986; US Department of State, 
1987), and events such as motor-vehicle accidents and 
being struck by lightning occur with some regularity. 
Economically, Lesotho must rely heavily on South 
Africa for support, and the per capita gross 
national product in 1982 was about US $436 per 
year (Scott Hospital Staff, 1986). It should be 
noted that Lesotho suffered a military coup in 
January 1986, nine months before the start of our 
study. 

The relative contribution of genetics, other bio- . 
logical mechanisms, and psychosocial variables in the 
aetiology of PD or GAD remains.unclear. Anxiety 
is best understood as a derivative of fear (Klein 
et al, 1980), serving to mobilise arousal and defensive 
operations. When considering the psychosocial 
component of anxiety, one possible hypothesis for 
the increased prevalence in Lesotho is that there is 
a predisposition for anxiety disorders where there is 
a great deal of fear and/or uncertainty. The social 
conditions described above suggest that fear and 
uncertainty are, perhaps, more prevalent in Lesotho 
than in the US. In addition, there are other variables 
within Lesotho which may increase fear and 
uncertainty over US populations. These include a 
more prevalent world view that natural phenomena 
(e.g. lightning, illness) may be influenced by 
supernatural intervention. People do endorse these _ 
beliefs as frightening. A perfect description of a panic 
attack was given on more than one occasion 
when describing the outcome of one of these 
phenomena. 

Studies have demonstrated that people with 
PD have higher resting serum epinephrine levels 
than normals (Nesse et al, 1984; Charney ef al, 
1984; Villacres ef al, 1987), and the locus ceruleus 
has been implicated as the regulatory site for this 
phenomenon (Redmond, 1977; Cedarbaum & 
Aghajanian, 1976; Goadsby, 1985). It is tempting 
to suggest that the psychosocial content of fear 
and uncertainty is physiologically synergistic with, 
and modulated by, this proposed biogenetic 
mechanism. While the relative power of these factors ~ 
is not presently understood, this aetiological model 
might help explain the differences in prevalence 
rates of PD and GA between Lesotho and the 
US. 
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Relatives Expressed Emotion and 
the Course of Schizophrenia in Chandigarh 
A Two-Year Follow-up of a First-Contact Sample 


J. LEFF, N. N. WIG, H. BEDI, D. K. MENON, 
L. KUIPERS, A. KORTEN, G. ERNBERG, R. DAY, N. SARTORIUS and A. JABLENSKY 


A two-year follow-up was conducted of a subsample of the Chandigarh cohort of first-contact 
schizophrenic patients from the WHO Determinants of Outcome project. The patients were 
those living with family members who had been interviewed Initially to determine their levels 
of expressed emotion (EE). The intervlew was repeated for 7496 of the relatives at one-year 
follow-up. A dramatic reduction had occurred in each of the EE components and in the global 
index. No rural relative was rated as high EE at follow-up. Of the patients included in the one- 
year follow-up, 8696 were followed for two years. In contrast to the one-year findings, the 
global EE Index at initial Interview did not predict relapse of schizophrenia over the subsequent 
two years However, there was a significant association between Initial hostility and subsequent 
relapse. The better outcome of this cohort of schizophrenic patients compared with samples 


from the West Is partly attnbutable to tolerance and acceptance by family members. 


In an earlier series of papers we reported on a study 
of relatives’ expressed emotion (EE) in a Hindi- 
speaking population in Chandigarh, north India 
(Wig et al, 1987a,b; Leff et al, 1987). This was a sub- 
study of the Determinants of Outcome project of the 
World Health Organization (WHO), and was aimed 
at elucidating causes for the better outcome for 
schizophrenic patients in north India, revealed by the 
two-year follow-up of the International Pilot Study 
of Schizophrenia (World Health Organization, 
1979). The project on Determinants of Outcome 
of Severe Mental Disorder is a prospective epidemio- 
logical, clinical, and social study of schizophrenia 
and related conditions in different cultures, co- 
ordinated by the WHO in Geneva. The study is 
financed jointly by the WHO, the US National 
Institutes of Mental Health, and 12 field research 
centres (FRCs) in Aarhus (Denmark), Agra and 
Chandigarh (India), Cali (Columbia), Dublin 
(Ireland), Honolulu and Rochester (USA), Ibadan 
(Nigeria, Moscow (USSR), Nagasaki (Japan), 
Nottingham (UK), and Prague (Czechoslovakia). All 
the FRCs participated in a ‘core’ epidemiological and 
clinical study, a preliminary report on which has been 
published (Sartorius ef al, 1986). 

The FRCs in Aarhus and Chandigarh undertook 
a sub-study of the association between relatives’ EE 
and the course of schizophrenia. Unfortunately, too 
few patients in Aarhus remained with their families 
to make an analysis of follow-up data‘ worthwhile. 
However, a one-year follow-up of the Chandigarh 
patients showed that when the same criteria as used 


in previous Anglo-American studies were employed to 
categorise households as high EE, a significant relation- 
ship with relapse emerged (P — 0.035). A significant 
result was found only when the broadest diagnostic 
grouping was utilised, namely a centre diagnosis of 
schizophrenia (n = 70). If the narrower diagnostic group 
of CATEGO classes S, O and P (Wing ef al, 1974) was 
used (n — 49), the association between EE and relapse 
was no longer significant (Leff et al, 1987). 

Compared with the families of first-admitted 
schizophrenic patients in London, the families of 
Chandigarh patients showed a significantly lower 
proportion with high-EE ratings (P<0.005). Thus, 
these findings suggested that the better outcome for 
schizophrenia in north India might be partly attri- 
butable to the greater tolerance of relatives for the 
illness and its associated disabilities. 

A. two-year follow-up was incorporated in the 
design of the Determinants of Outcome project and 
was successfully carried out in the Chandigarh FRC. 
Furthermore most relatives in the EE sub-study were 
administered the Camberwell Family Interview (CFI; 
Vaughn & Leff, 1976) at the one-year follow-up, 
allowing a second rating of EE to be made. In this 
paper we present data from the one-year follow-up 
of relatives! EE and the two-year clinical follow-up 
of schizophrenia in the Chandigarh FRC. 


Method 


This was described in detail by Leff et a/ (1987), and is only 
briefly summarised here. Patients from the ‘core’ study 
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were included in the EE sub-study if they were living with 
at least one key relative with whom they maintained daily 
face-to-face contact. Of the 207 patients included in the 
‘core’ study, 78 with a centre diagnosis of schizophrenia 
entered the EE sub-study. The CFI was administered 
to relatives by two Hindi-speaking field workers, a 
psychologist (DKM), and a social anthropologist (HB). 
Regular checks were made on the inter-rater reliability of 
thelr EE ratings, which remained at a satisfactorily high 
level. i 

Following an initial course of treatment, which was on 
an out-patient basis for 88% of the sample, almost every 
patient was seen monthly over the two years of follow-up. 
At each visit a condensed form of the Present State 
Examination (PSE; Wing ef al, 1974) was administered, the 
clinician focusing on symptoms rated as present during the 
index episode. These records were scrutinised by an 
independent researcher (JL) who was blind to the EE ratings 
of relatives and who decided whether a relapse had occurred 
during the two-year follow-up. Relapse was defined as a 
reappearance of schizophrenic symptoms in a patient who 
had been free of them following the initial episode (type 
1), or the exacerbation of persistent schizophrenic symptoms 
(type II). Once a relapse was noted, the records were not 
examined for subsequent relapses. A few patients (9%) 
failed to show any improvement in the schizophrenic 
symptoms they exhibited in the index, episode. They were 
excluded from consideration in the follow-up analysis 
because of the difficulty of making a judgement about 
relapse. However, their relatives were reinterviewed with 
the CFI after one year, and these data are of some interest. 

The various assessments conducted at different times 
were: 


(a) at initial contact, clinical assessment and CFI 
(b) at one-year follow-up, clinical assessment and CFI 
(c) at two-year follow-up, clinical assessment. 


For a small number of patients followed up clinically at 
two years the CFI was not conducted on their relatives at 
one year, while other patients had moved residence since 
the second CFI. Consequently the numbers of subjects in 
the EE and clinical data do not always coincide. 


Results 


Attrition of sample 


By the end of the first year of follow-up, eight of the original 
78 patients with a centre diagnosis of schizophrenia had 
been excluded: six had persistent florid symptoms, one died, 
and one moved to another household. During the second 
year of follow-up, patients were also excluded if they went 
to live alone or with other kin whose EE level had not been 
determined. An exception was made for a patient who 
married in month 23 and moved out in month 24. 

Six patients were excluded on the above grounds, and 
a further four patients were lost to follow-up. There 
remained 60 patients with a centre diagnosis of schizo- 
phrenia for whom two-year follow-up data were obtained. 
These represent 77% of the original 78 patients, and 86% 
of those included in the one-year follow-up. 
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TABLE I 
Changes in EE ratings from initial CFI to one-year 
follow-up 
Initially Follow-up 
Critical comments (mean) 2.10 0.97* 
Hostility (9o of relatives) 18% 5%* 
Overinvolvement (mean) 0.38 0.17* 
Warmth (mean) 2.14 0.51* 
Positive remarks (mean) 0.77 0.24* 
High EE (% of relatives) 25% 9%* 





*P<0.01. 


One-year follow-up of EE ratings 


The CFI was repeated for the majority (77 of 104) of the 
original relatives at one year. The changes in EE ratings 
are shown in Table I. It is noteworthy that no rural relative 
was rated as high EE at follow-up compared with seven 
out of 56 (12.5%) urban relatives (Fisher's exact test, 
P- 0.048). 

A highly significant reduction occurred in each of the 
components and in the EE index. This diminution affected 
both negative and positive aspects of EE, and its extent can 
be appreciated by considering the number of relatives who 
were rated zero on all five component EE scales. Such a 
pattern has rarely, if ever, been encountered in the research 
on Anglo-American families, either at initial assessment or 
at follow-up. In the Chandigarh sample, five zeros were 
scored by two out of the 77 relatives at the initial assessment 
and by 31 at one year. This remarkable change in ratings 
demands an explanation. 

Brown et ai (1972) conducted a follow-up assessment of 
EE after nine months and found that about one-third of 
the relatives had changed from high to low on critical 
comments. There was relatively little alteration in scores 
of overinvolvement. This has been confirmed by the studies 
of therapeutic intervention in families of schizophrenic 
patients (e.g. Leff et al, 1982) which have shown that critical 
comments decline spontaneously in some control families, 
while overinvolvement is relatively stable. 

In the Chandigarh sample, 15 (79%) out of 19 relatives 
had dropped from high to low EE by the one-year follow- 
up, a much higher proportion than in any of the Anglo- 
American studies. The possibility was entertained that this 
marked drop in criticism might be because critical comments 
were focused on the acute symptoms of schizophrenia, 
unlike those of British relatives. To check this a content 
analysis of the first 100 critical comments rated in the study 
was performed. 

Critical comments were classified on the basis of their 
content as either 0 (focused on acute symptoms or illness- 
related behaviour) or 1 (directed at long-standing behaviour 
or personality attributes). It was found that 75% of 
comments were concerned with long-standing behaviour not 
obviously a consequence of illness. This is comparable with 
the British finding of 70% of comments critical of long- 
standing behaviour (Leff & Vaughn, 1985). Hence the focus 
of criticism fails to explain the drastic reduction iu critical 
attitudes in this study. 
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Relatives who became less critical or hostile 


Jt was considered that a better understanding of these 
. changes in EE might be gained by studying the comments 
made by relatives who became less critical, or lost their 
hostility over the one-year follow-up. Some verbatim 
statements made by relatives during the repeat CFI follow. 


Patient no. 113. Relative: mother. Critical comments 
reduced from 11 to 0. ‘‘She spends most of her day at 
home. She gets up late in the morning. Occasionally she 
gets irritable with her brothers but I make her 
understand that she should not do that. It's only when 
she gets irritable over something that she becomes 
quarrelsome. I don't get angry with her. I am satisfied 
that she has become alright after treatment.” 


Patient no. 120. Relative: mother. Critical comments 
reduced from 7 to 1. Asked about household tasks: “We 
don’t expect him to do anything. We want that he 
should become alright, then he will do them by himself. 

- We get along well with each other. Sometimes we get 
irritable but then cool down." 


Patient no. 164. Relative: father. Critical comments 
reduced from 3 to 2, hostility from 1 to 0. Patient 
continuously psychotic for the year. ‘‘We cannot say 
that he is perfectly alright. Previously he used to indulge 
in arguments very frequently but now he does not do 
that. Previously we also used to lose temper with him 
but now we talk to him with love and affection and that 
this thing is good for you. There is nothing wrong with 
him now. Only when he loses his temper he talks like 
that.” 


Patient no. 224. Relative: wife. Critical comments reduced 
from 5 to 1, hostility from 1 to 0. Patient showed a slow 
recovery of psychotic symptoms and persistent negative 
symptoms. ‘‘He.used to be irritable earlier but now it 
1s much less. Nowadays he is quite alright. There is 
about 80% improvement. Now I have adjusted myself 
to him since I have come to know about his illness. 
There is no difficulty in living with him. His behaviour 
has completely changed now. He talks very little. 


These extracts illustrate considerable acceptance of both 
negative and positive symptoms. The relatives concerned 
seem to have come to terms with the fact that the patients 
suffer from an illness and consequently no longer blame 
them for difficult behaviour. They also seem to have learned 
not to be provoked by the patient’s irritability into becoming 
angry. 

The change in attitude to the patient’s responsibility for 
disturbed behaviour is particularly salient with respect to 
hostility. One of the questions asked of relatives concerns 
their attribution of responsibility or control. Responses to 
this question were available for 40 of the relatives in the 

_ EE sub-study. Only four of these ascribed partial or total 
responsibility for the illness to the patient. Three were 
among the eight relatives expressing hostility, while only 
one was among the 32 non-hostile relatives, a significant 
difference (Fisher's exact test, P=0.02). Hence hostile 
attitudes are closely linked to the relative's belief that the 
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patient bears responsibility for the disturbed behaviour 
accompanying a schizophrenic episode. 


Relapse 


Twelve patients relapsed during the second year of follow- 
up, a rate of 20%. When these are added to the ten patients 
who relapsed over the first year, the rate over two years 
becomes 22 out of 60 (37%). 


Relationships between EE components and relapse 


A basic assumption in this body of research is that a CFI 
conducted with a relative at a time of crisis elicits emotional 
attitudes that reflect the relative's behaviour towards the 
patient over long periods of time. This assumption is 
supported by the robust association established between EE 
and the course of schizophrenia. Once the crisis of 
admission to hospital has passed, a substantial proportion 
of relatives in Western studies show a reduction in critical 
comments (e.g. Brown et al, 1972). Hence, EE ratings made 
when the patient is in remission are much less likely to 
predict subsequent relapse (McCreadie & Phillips, 1988). 
In view of the dramatic reduction in the EE ratings of 
Chandigarh relatives in the first year of follow-up, we would 
not expect the ratings at one year to be associated with 
relapse over the second year of follow-up. Indeed, there 
is no such significant assocation. However, Leff & Vaughn 
(1981) found that EE measured shortly after a patient's 
admission predicted relapse of schizophrenia over two years 
after discharge. Therefore this association was examined 
for the Chandigarh patients. 

As in the one-year follow-up, we examine the relationship 
between the individual components of EE and relapse over 
two years before proceeding to the composite EE index. 


TABLE II 
Relationship between EE components and relapse of 
schizophrenia over two years 


No. of No. of $6 
patients patients relapse 





well relapsed 

No. of critical comments 

6+ 3 4 57 

<6 37 16 30 
Hostility 

present 3 6 67* 

absent 35 16 31 
Overinvolvement score 

3+ 3 25 

<3 35 21 38 
Warmth 

4+ 11 3 21 

«4 27 19 41 
EE index 

high 7 7 50 

low 31 15 33 


*P=(0.043, other differences relapsed v. well not significant. 
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We adopted the convention used in the Anglo-American 
studies that where two relatives in one household have been 
assessed for EE, the higher rating on each component is 
used to analyse the relationship with relapse. 

Regrettably, the four patients lost to follow-up included 
two who lived with relatives who were initially rated as high 
on critical comments, and who also exhibited hostility. Thus 
the small proportion of households initially categorised as 
high EE was further reduced for the two-year follow-up. 
The relevant data are displayed in Table II, in which 
significance has been appraised with Fisher's exact test. 

Although the difference in relapse rates is in the expected 
direction for critical comments and warmth, and for the 
EE index, in no case is it statistically significant. Only for 
hostility does a significant difference in relapse rates appear. 
At this point it is worth noting that for the one-year follow- 
up data, hostility was the only EE component significantly 
associated with relapse, although by contrast with the 
present findings the overall EE index was also significantly 
related to relapse. 


Influence of other factors on relapse 


In the one-year follow-up, sex, marital status, and urban 
domicile were not significantly related to relapse. However, 
CATEOO class exerted a significant effect; patients assigned 
to an S- class (at least one Schneiderian first-rank 
symptom present) had a worse outcome than other patients. 
This association was re-examined for the two-year follow- 
up data and was found to be no longer significant, 46% 
of S+ patients relapsing compared with 27% of the others 
67 =2.63, NS). 

CATEGO 0? class, which was on the borderline of a 
significant relationship with relapse for the one-year follow- 
up, remains so for the two-year follow-up data (x?— 3.78, 
NS). 

The role of maintenance neuroleptic drugs in prevention 
of relapse was examined for patients who were free of 
relapse at one year. Patients were considered to be on 
regular maintenance neuroleptics if the records indicated 
that they had taken them continuously in the second year, 
without an interruption of more than two months at a 
stretch. Only six out of 55 patients fulfilled this criterion, 
indicating that neuroleptic drugs played an insignificant role 
in the after-care of this sample of patients. 


Discussion 


The global EE index was significantly related 
to the one-year relapse rate of this first con- 
tact, geographically based sample of schizophrenic 
patients, but for the two-year data this relationship 
had attenuated and lost its significance. However, 
the presence of hostility, which was the major 
contributor to the high-EE group of relatives, 
remained significantly associated with relapse for 
both the one-year and the two-year follow-up. 
Hostility is rated as present if the relative shows a 
generalisation of criticism and/or a rejecting attitude 
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towards the patient. All but one of the hostile 
relatives in this study confined themselves to a 
generalisation of criticism. The single exception also 
exhibited a rejecting attitude. 

We noted in an earlier paper (Wig et al, 1987b) 
that hostility in the Chandigarh sample of relatives 
was the only negative component of EE that was as 
common as in British and Danish relatives. In fact, 
it was present in 16% of Chandigarh relatives and 
15% of relatives in the Northwick Park study of first- 
onset schizophrenia (MacMillan et al, 1986). In one 
respect it was unlike hostility rated in the European 
and American EE studies, in that it was not 
invariably associated with high levels of criticism. 
Indeed, the modal number of critical comments 
coexisting with hostility among Chandigarh relatives 
was 3 (range 14-1). Six relatives expressed hostility 
while scoring below the threshold on critical 
comments. It is likely that hostility is subject to 
different social constraints in Indian as opposed to 
American and European cultures, and this topic 
merits study. The fact that among Chandigarh 
relatives hostility was significantly associated with 
the belief that patients had control over or responsi- 
bility for their disturbed behaviour, suggests that 
it would be fruitful to inquire into their attri- 
butional style. 

There are two other published naturalistic studies 
of relatives’ EE and the course of schizophrenia 
over two years, those by Leff & Vaughn (1981) 
and MacMillan ef al (1986). In both studies 
relatives! EE was found to be significantly related 
to the relapse rate at two years, although controversy 
surrounds the role of mediating factors in the 
latter study (Leff & Vaughn, 1986). The failure 
of the global EE index to predict relapse over 
two years in the Chandigarh sample might be 
ascribed to the dramatic reduction in all EE 
components by one year after the episode of 
inclusion, an exceptional finding in this area of 
research. However, this explanation cannot be 
correct since hostility at initial assessment predicts 
relapse over two years, even though it is virtually 
undetectable at one year. 

There are two possible explanations for this. It 
could be, as argued above, that it is only at a time 
of crisis that EE ratings accurately reflect relatives’ 
ongoing behaviour. The initial rating of hostility 
would then indicate continuing behaviour inimical 
to the patient's psychological state, even though this 
was not detected by the CFI at one year. An - 
alternative explanation is that the relatives’ hostility 
is elicited by some characteristic of the patients which 
also renders them more vulnerable to subsequent 
relapse. It was to test these opposing hypotheses that 
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we initiated trials of intervention in high EE families. 
These trials (Leff et al, 1982, 1985, 1989) provided 
evidence in support of a direct influence of relatives’ 
- EEonthe course of schizophrenia, and hence favour 
the former explanation. 

We cannot explain why hostility should have 
emerged as the key EE component in these Indian 
families. An explanation should be sought in the 
nature of emotional relationships within this culture. 
However, we would emphasise the remarkable 
tolerance for and acceptance of both the positive and 
negative symptoms of schizophrenia that our findings 
imply. It is noteworthy that two relatives lost their 
hostility over the course of a year even though the 
patients suffered from unremitting florid symptoms. 
Acceptance of a similar nature was shown by 
Mexican-American relatives in the study by Jenkins 
et al (1986). Relatives’ comments quoted in their 
. work are very similar to the verbatim statements by 
Chandigarh relatives reported above. Jenkins ef al 
drew attention to a number of factors that determine a 
low-EE response among Mexican-American relatives. 
Three of these seem to be particularly pertinent to 
Chandigarh relatives, namely: (a) a view of the 
problem as a serious, legitimate illness outside of the 
patient's locus of control, (b) styles of coping with 
troublesome behaviour in a manner which avoids 
arguments or confrontations, and (c) large kin-based 
households and networks in which the importance 
of family bonds induces relatives to assume responsi- 
bility for the patient's care and recovery. 

In fact the proportion of Mexican-American 
relatives rated as high EE was 31%, almost identical 
to the figure of 309e for urban relatives in 
Chandigarh, although rural relatives were rated 
. much lower at 8% (Wig et al, 1987b). No rural 
relative was categorised as high EE at the one-year 
follow-up. 

Given the acceptance by Chandigarh relatives of 
the symptoms of schizophrenia, is the two-year 
outcome of this sample of patients better than 
that of a comparable sample from the West? 
Unfortunately, it is difficult to find a directly 
comparable sample. The study of Leff & Vaughn 
(1981) included first admissions and readmissions, 
which introduces a bias towards a poorer outcome, 
and furthermore was not epidemiologically based. 
The other centres in the WHO Determinants of 
Outcome project did not separate patients into those 
living with families and those living alone in the 
.« presentation of outcome data (Sartorius et al, 1986). 
The closest is the Northwick Park study, which 
included first-admitted patients living with relatives, 
although it was not strictly based on a defined 
catchment-area population (MacMillan ef al, 1986). 
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The two-year relapse rate for patients living with 
relatives in the Northwick Park study was 40 out of 
71 (52%). The comparable rate for the Chandigarh 
sample was 22 out of 60 (37%), which is substantially 
lower. The lower relapse rate of Chandigarh patients 
cannot be fully explained by the effect of hostility 
because only two of the 12 patients who relapsed over 
the second year of follow-up lived with initially 
hostile relatives. The other ten patients who relapsed 
were in households which were initially low EE. A 
substantial proportion of these relapses may well 
have been precipitated by life events, since Leff et 
al (1987) found that 57% of unmedicated patients 
in low-EE households who relapsed during the first 
year had experienced an independent event in the 
three weeks before onset. 

Another explanation that needs to be explored 
concerns the high proportion (2296) of patients in 
the Chandigarh sample assigned to CATEGO class 0?. 
As already noted, the relapse rate of these patients 
was close to being significantly lower than that of 
others given a centre diagnosis of schizophrenia. 
Since CATEGO 0? patients were not included in the 
Northwick Park study, it seemed worthwhile examining 
the effect of eliminating them from the Chandigarh 
data. The consequence is to increase the relapse rate 
slightly to 19 out of 48 (40%). This suggests that the 
inclusion of CATEGO 0? patients in the Chandigarh 
sample cannot account for the relatively benign 
outcome of this cohort over two years. A similar 
conclusion was reached from a preliminary analysis 
of thetwo-year follow-up data from the Determinants 
of Outcome project (Sartorius ef a/, 1986). Further- 
more, maintenance neuroleptics cannot be cited as 
a contributory factor since very few patients received 
them regularly over the second year. 

We conclude that we have not identified a single 
comprehensive explanation for the relatively good 
two-year outcome of this first-contact sample of 
schizophrenic patients in Chandigarh. Our findings 
suggest that some contribution to the good prognosis 
arises from the tolerance and accepting attitudes of 
family members. These are more characteristic of 
traditional rural societies than of industrial urban 
ones. The relative size of the contributions of these 
factors and others to the good outcome are likely 
to emerge from more detailed analysis of the two- 
year follow-up data from the Determinants of 
Outcome project. 
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Expressed Emotion and First-Admission Schizophrenia 
Nine-Month Follow-up in a French Cultural Environment 


L. BARRELET, F. FERRERO, L. SZIGETHY, C. GIDDEY and G. PELLIZZER 


A study of 36 French-speaking familles in Geneva identified 6696 of high-EE household At 
nine-month follow-up, the relapse rate for the high-EE group (3396) was significantly higher 
than for the low-EE group (096). These results seem to confirm the relevance of EE as predictor 
of relapse However, in our sample, it appears that one component of EE, critical comments, 
was principally responsible for the prognostic validity. 


Schizophrenia is a chronic illness with a high relapse 
rate. A series of studies by the Medical Research 

. Council's Social Psychiatry Unit at the Institute of 
Psychiatry in London (Brown et al, 1962; Brown & 
Rutter, 1966; Vaughn & Leff, 1976) has contributed 
to the development of the relatives’ expressed 
emotion (EE) as a predictor of outcome in schizo- 
phrenia. This index has been reduced to two 
main factors, critical comments (CC) and emotional 
overinvolvement (EOI), as observed in a semi- 
standardised interview of family members, the 
Camberwell Family Interview (CFI; Vaughn & Leff, 
1976). It is an empirical construct mainly developed 
on the basis of its predictive power, and it 
differentiates groups of schizophrenics with a higher 
or lower probability of relapse. 

A more direct influence of high EE on outcome 
was shown through the second generation of EE 
studies. Their goal was to relate clinical course to 

. modifications of EE levels obtained through various 
treatment settings. Tempting as it may be to adapt 
these programmes to different cultural environments, 
it is nevertheless important to answer the questions 
that have been raised about the intercultural validity 
of the EE concept (Koenigsberg & Handley, 1986). 
The study of a number of different cohorts of 
schizophrenics has made it possible to establish a 
close relationship between relapse and EE. The 
original findings have been replicated, but mainly 
in Anglo-Saxon countries (Vaughn et al, 1984). A 
cohort of Mexican-American schizophrenics (Jenkins 
et al, 1986) as well as the Chandigarh study (Leff 
et al, 1987) showed positive results, whereas a 
German study (Kottgen et al, 1984) as well as a 

- further British study (MacMillan et al, 1986) and an 
Australian study (Parker et al, 1988) were not 
convincing. 

Other workers have tried to confirm the hypothesis 
by studying external criteria: psychophysiological 


observations, such as skin conductance measurement 
of patients exposed to their high-EE relatives (Tarrier 
et al, 1979; Sturgeon et al, 1981, 1984; Valone et al, 
1983); the observation of the behaviour of the 
relatives, for example parental attitudes (Vaughn & 
Leff, 1981); parental personality traits (Anderson ef 
al, 1984); and intrafamilial characteristics (Kuipers 
et al, 1983; Miklowitz et al, 1984). Promising though 
it is, this direction has to be developed further. 

The present study examines the application of the 
EE concept in a Swiss-French cultural setting. We 
set out to test the hypothesis that although the 
distribution of the different EE components, such 
as CC and EOI, may vary according to cultural 
setting, the variable as such remains a reliable 
predictor of outcome in schizophrenia. 


Method 


The catchment area (Jonction), with a population of about 
140 000, is one of the three geographic sectors in Geneva, 
Switzerland. The public psychiatric facilities offer the only 
institutional services available in the area. Hence, virtually 
all psychotic patients needing admission are referred to these 
services, either to the in-patient unit (Clinique de Bel-Air) 
or to the Centre de Thérapies Bréves (CTB), a city crisis 
centre run as a day hospital. Such patients were considered 
for the present study, provided: 


(a) they were admitted for the first timc 

(b) they presented with some psychotic symptoms 

(c) they were between 17 and 45 years of age 

(d) they resided in Geneva and had done so for the last 


year 
(e) they spoke sufficient French to allow communication. 


The final entry criterion was that the patient had a diagnosis 
of schizophrenia or paranoid psychosis (S +,S?, P +, P?, 
O +) confirmed by the CATEGO processing of the Present 
State Examination (PSE; Wing ef al, 1974). The research 
design (Fig. 1) extends over 2 years and includes several 
tests over time and domains. 
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At intake: PSE, CFI, DAS-!, personal and psychiatric 
history schedule, prognostic factor schedule, 
pre-morbid personality schedule, operatory level 
(Plaget) 


Discharge: PSE, therapist's questionnaire 


Four months: follow-up | (home visit), 
therapist's questlonnaire 
Eight months: follow-up I! (home visit 


` | Twelve and twenty-four months: follow-ups 
III+IV (home visit), PSE, CFI, DAS-II, 
therapist's questlonnaire 


Fio. 1 Study design: this report examines results at nine-month 
follow-up only (PSE, Present State Examination; CFI, Camberwell 
Family Interview; DAS-II, Disability Assessment Schedule). 


The CFI is conducted with the family members living in 
the area who either live in the same residence or are in 
frequent contact with the patient. The CFI was conducted 
with both parents in two-parent households. As can be seen 
from Table I, the present project also undertakes to study 
variations in EE over time. We therefore felt it necessary 
to control for the chronicity factor and its possible impact 
on relatives' attitudes. The CFI is rated on several scales 
according to the criteria of Vaughn & Leff (1976), to 
determine an EE index. A French translation had previously 
been developed and used in a retrospective study (Barrelet 
et al, 1988); Two raters successfully completed the training 
with Dr C. Vaughn in London. On a randomly selected 
set of intake tapes, they showed high inter-rater reliability 
(Pearson correlation coefficients: 1.00 for overall EE 
categorisatlon, 0.96 for critical comments, 1.00 for 
emotional overinvolvement, 1.00 for hostility). It can thus 
be assumed that the rating criteria are being correctly 
applied in the present cultural context. One of the raters 
(LS) rated all the CFI conducted at intake. 

Figure 1 shows the introduction of several additional 
variables measured at intake, the most important of which 
is the Disability Assessment Schedule (DAS-II; World 
Health Organization, 1985), a social functioning scale. The 
DAS-II global scores are rated on a six-point scale. Patients 
with below average intelligence (as measured by operatory 
level according to Piaget) were not included in the sample. 
At intake, three additional schedules were filled in. The 
personal and psychiatric history schedule is a modification 
of a WHO schedule, the prognostic factor schedule and 
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the pre-morbid personality schedule were built to collect 
additional information on the patient’s past. If the patient 
had been readmitted, the discharge PSE and the therapist’s 
questionnaire were reapplied at the second discharge. 

Initially we had planned to use the PSE to determine 
relapses. Unfortunately a possible relapse could sometimes 
only be determined weeks after the event, at which time 
the PSE was unreliable and was often refused by the patient. 
Therefore we used two criteria to determine relapse: 
readmission, or duration of symptoms for at least two 
weeks. Two weeks was chosen to avoid inclusion of patients 
with ambiguous symptoms of short duration and prodromal 
symptoms rapidly controlled by an increase in medication. 
Relapse was defined as a recurrence (type I) or an 
exacerbation of symptoms (type IT) occurring at least one 
month after discharge. When patients had an exacerbation 
or a recurrence of symptoms the PSE was done only to 
decide if the relapse was psychotic or not. In the three cases 
where a PSE could not be performed, the clinicians’ 
judgement was used. Only relapses with psychotic symp- 
toms are considered in this report. 

The present paper is limited to the report of the nine 
months post-discharge follow-up and to the analysis of 
several predictive variables: age, sex, household status 
(living in the family residence or maintaining regular contact 
with the family), EE index, number of critical comments 
(CC), emotional overinvolvement (EOI), and presence of 
hostility (H). Other results will be presented in further 
reports. 

The two-tailed significance level is used for the Mann- 
Whitney U tests and the Fisher's exact probability tests. 


Subjects 


During the first 24 months of intake to study, 51 patients 
were diagnosed as suffering from schizophrenic or paranoid 
psychosis. A further 14 patients were excluded because the 
psychotic symptoms they presented with were transient or 
not part of a schizophrenic syndrome. The nine-month 
follow-up has been completed for 46 of these 51 
schizophrenic patients (two patients left the country, one 
committed suicide, two refused further contact). There were 
24 women and 22 men, median age 24.5 years (range 
17-42). 

The CFI was conducted within 36 households; 30 patients 
were living with their relatives, and six were in frequent 
contact with their families. In the low-EE group, one 
relative refused the CFI, leaving a possibility of false 
classification of one of the low-EE households. The ten 
other patients had no family members assessed with the 
CFI, six because they lived alone and had no family ties 
in Geneva, one because the relative refused, two because 
the relatives were unavailable (husband in prison, mother 
in hospital), and one for technical reasons. 


Results 


Eleven of the 46 patients (24%) relapsed during the nine- 
month follow-up. Nine of these relapses were psychotic. 
They were all readmitted. 
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TABLE I 
Descriptive results of 46 schizophrenic patients with and without CFI assessment of relatives 





Men Women Age: years Patients living in Psychotic relapse 
n n median (range) family household n 
(%) (%) n (%) 
(%) 
Without CFI 4 6 32.0 4 I 
(n — 10) (40) (60) (23-41) (40) (10) 
With CFI 18 18 23.0 30 8 
(n= 36) (50) (50) (17-42) (83) Q2) 
TABLE II 


Descriptive results of the relapsed and the non-relapsed patients with the assessment of relatives 











Men Women Age: years Patients living cc EOI Hostility |^ DAS-II 
n n median in family median median n median 
(%) (fs) (range) household (range) (range) (%) range 
n 
d (%) 
Relapsers 4 4 23.5 6 15.0 2.0 3 4.0 
(n=8) (50) (50) (18-34) (75) (8-50) (0-3) (38) Q-5) 
Non-relapsers 14 14 23.0 24 4.5 1.0 2 3.0 
(n=28) (50) (50) (17-42) (86) (0-48) (0-4) 9 (1-6) 


The 36 patients whose family environment had been 
assessed with the CFI were younger (median age 23.0 years) 
than those not assessed (median age 32.0 years) (U — 70.5, 
P — 0.003), but differed neither in sex (Fisher, P=0.725) 
nor in relapse rates (Fisher, P 0.659). Results are presented 
in Table I. 

Further description of results was limited to the 36 
patients with complete follow-up and with CFI assessment. 
The median number of CC was 8.0 (range 0-50), the EOI 
median score was 1.5 (range 0-4), relatively few relatives 
were hostile (5/36) (14%), and the DAS-II median score 
was 3.5 (range 0-6). The relapse rate for the 36 patients 
was 22% (8/36). All were psychotic relapses. One was a 
psychotic recurrence while the patient was living with his 
family but still attending the day programme of the CTB 
after remission for more than a month. 


The difference between relapsers and non- 
relapsers with respect to prognostic variables 


Univariate analysis shows that the only prognostic variable 
which distinguished the relapsers (8 patients) from the non- 
relapsers (28 patients) was the number of CC (U— 26.5, 
P« 0.001); the relapsers had more CC (median 15.0) than 
non-relapsers (median 4.5) (Table II). 

. There was no significant difference in sex (Fisher, 

^ P=1.0), household status (Fisher, P=0.596) age 
(U — 106.0, P —0.838), EOI (U= 106.5, P — 0.838), presence 
of hostility (Fisher, P — 0.067), or DAS-II scores (U = 84.0, 
P — 0.302). If we consider only the 30 patients living with 
their family, the results of the same statistical analysis are 


similar, with only CC providing a significant difference 
between groups (U— 20.0, P— 0.005). 

Whether several factors might combine to predict relapse 
was tested by means of a multivariate analysis. We 
performed a discriminant analysis with sex, age, household 
status, CC, EOI, hostility, and DAS-II score as predictors, 
and relapse as a grouping variable. The predictive variables 
were selected with a stepwise method which minimises 
Wilks'lambda. Only CC was included in the final 
discriminant function which provided a significant dis- 
tinction between the groups (x? — 10.40, d.f. — 1, P=0.001) 
and which correctly classified 83% of the patients 
(27/28 non-relapsers and 3/8 relapsers). 


Expressed emotion index and relapse 


Using the classic cut-off points described by Leff & 
Vaughn (1976b), based on CC and EOI scores, 24 house- 
holds were categorised as high EE and 12 as low EE. 
The respective relapse rates were 33% (8/24) for the 
high-EE group and 0% (0/12) for the low-EE group and 
were significantly different (Fisher’s exact P=0.033). 
If we consider only the patients living with their family 
members (n= 30), the relapse rate is 32% (6/19) for the 
high-EE group and 0% (0/11) for the low-EE group, a 
difference which just fails to be significant (Fisher’s exact 
P=0.061). 

Changing the cultural environment might modify the 
sensitivity of the EE ratings. Usually the EE index is 
rated, as above, on the basis of the number of CC and the 
EOI score. However, only the number of CC was related 
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TABLE III 
Percentages of misclassified patients in the group of schizophrenics (n— 36) 





Cut-off point on CC 








5 6 8 9 10 1l 12 13 14 15 
High-CC non-relapsers 16 43 39 25 18 14 14 14 14 14 
Low-CC relapsers 0 0 0 13 13 13 13 13 25 38 


to relapse in our cohort. Therefore only this variable had 
a critical cut-off point. The difference in relapse rates 
between low and high CC was significant (P« 0.05) with 
cut-off points on CC from 5 to 15; the higkest statistical 
difference between the two groups was obtained with a cut- 
off point between 11 to 13 CC, which gave relapse rates 
of 4% (1/25) in the low-CC group and 64% (7/11) in the 
high-CC group (Fisher’s exact P= 0.0003). The decision to 
lower or raise the cut-off point is not orly related to 
statistical significance but also to the proportion of relapsers 
and non-relapsers in high-CC and low-CC categories. 
Indeed, changing the cut-off point modifies the sensitivity 
of the detection of patients who will relapse. Table III gives 
the proportion of relapsers classified in the low-CC group 
(false negatives) and of non-relapsers classified in the high- 
CC group (false positives) for cut-off points. The lowest 
cut-off points maximise the detection of patients who will 
relapse but include more non-relapsers. On the other hand, 
the highest cut-off points reduce the number of false 
positives but miss some relapsers. 


Discussion 


The relapse rates in our cohort of first-admitted 
schizophrenic patients are similar to those of the first- 
admitted patients in the pooled data of :he 1972 and 
1976 British studies (Leff & Brown, 1977): 38% in 
the high-EE group and 13% in the low-EE group. 
In the studies that include readmitted patients, the 
relapse rates in the high-EE group are generally 
higher: 69% (Leff & Brown, 1977), 48% (Vaughn 
& Leff, 1976), 56% (Vaughn et al, 1984), 44% 
(Falloon et ai, 1982), and 50% (Leff et al, 1985). 
These differences may result from the fact that in 
these studies first-admission patients are reported 
together with readmitted patients in various pro- 
portions, i.e. 54% for the combined 1972 and 
1976 British studies, 17% for the California repli- 
cation (Vaughn ef ai, 1984). 

An English study from Northwick Park (MacMillan 
et al, 1986) and an Australian study (Parker 
et al, 1988) showed an insignificant or no relation 
between EE and outcome. In the Australian 
cohort, of the patients living in low-EE surroundings, 
60% relapsed during a nine-month follow-up. This is 





remarkable considering that in all previous studies 
the relapse rates of the low-EE groups had been 
much lower: during a nine-month follow-up, 13% 
for the British studies (Leff & Brown, 1977) and 17% 
for the California replication (Vaughn et al, 1984), 
and during a variable follow-up period (between a 
few months and two years), 38% for the Northwick 


Park study (MacMillan et al, 1986). Therefore, the _ 


high relapse rate in the low-EE group in the 
Australian cohort must be part of the explanation 
why the EE index or its subscales failed to be of any 
prognostic value. 

In the Northwick Park study, the definition of 
relapse included cases with ‘‘active antipsychotic 
medication considered by the responsible clinician 
to have become essential because of features of 
imminent relapse" (Crow et al, 1986, p. 122). With 
such a definition, the authors might have added cases 
with prodromal signs of relapse to cases of full 
relapse and thereby decreased some of the differences 
between their low-CC and high-CC groups of 
patients. In our sample of first-admission patients, 
we had a more clear-cut difference, with a definition 
of relapse excluding patients who showed only the 
prodromal signs of relapse. From this, one may 
hypothesise that high-CC and low-CC patients differ 
in the severity of their relapse and possibly in 
the reaction to prodromal signs. Further, in the 
Northwick Park study, EE was in some ways 
associated with outcome but the treatment status 
interfered; this was probably due to the group of 
placebo-treated patients, inasmuch as in this group, 
the relapse rates at one year after discharge were 67% 
forthehigh-EE group and 62% for thelow-EE group 
(MacMillan et al, 1987). From these data it can be 
hypothesised that EE status is not a predictor of 
relapse in every possible situation. Indeed, even in 
the California study (Vaughn ef al, 1984), it was of 
no predictive value for female patients: the relapse 
rates were 19% in the high-EE women and 17% in 
the low-EE women. A possible conclusion is that for 
women patients with a well established pattern of 
chronicity and relapses and for first-admitted 
patients treated with placebo, EE has no prognostic 
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value. It may be that for women with a well 
established pattern of relapses, the pattern of 
evolution might be too stable, and for placebo- 
treated relapsers too labile, for a low-EE environ- 
ment to show any favourable effect. 

In our Swiss-French cultural environment, which 
is a mix of several south-European cultures, a 
relation between some characteristics of family EE 
as measured by the CFI and the short-term clinical 
course of schizophrenic patients has been observed. 
In this general sense it is a replication of previous 
English and American studies. The classic EE index 
predicts, as in previous works, higher relapse rates 
for patients who have frequent contacts with a high- 
EE than with a low-EE family. The predictive power 
of the EE index is no more significant when the 
analysis is limited to the patients who are living with 
their relatives. There are at least two possible 


explanations for this finding. The first is that 


3 


conservative, two-tailed statistical tests were used; 
one-tailed tests would have produced significant 
differences in relapse rates. The second reason, 
probably the most important one, is that the use of 
CC plus EOI in our population introduced ‘noise’ 
in the EE ratings. In fact, our results clearly show 
that relapse rates are better predicted by CC alone. 
Other studies have demonstrated that only CC was 
informative (Moline ef a], 1985; MacMillan et al, 
1986). That CC was a more powerful predictor than 
EE as a whole is perhaps the most intriguing result 
of our study. It will be interesting to see whether this 
result is confirmed over time in our sample. The 
fact that some other studies also produced this 
result suggests that CC may deserve more detailed 
consideration in future EE research. However, it is 
premature to place too much emphasis on this 
finding, and we resist the temptation of attempting 
to explain this preliminary result. 

An even better index for our population was 
obtained with a cut-off point at 11 to 13 CC. A 
similar effect was observed in the study urban 
American schizophrenic patients of lower socio- 
economic class (Moline ef al, 1985). 

Our study seems to confirm the continuing 
epidemiological interest of EE. In our environment, 
70% of the schizophrenic patients were in frequent 
contact with their family. This percentage is quite 
high in comparison with that observed in the 
Northwick Park study of first-admission schizo- 
phrenic patients, and it is much higher in comparison 
with the prevalence rates (13%) observed by 
McCreadie & Robinson (1987), who accounted for 
all schizophrenic patients living in the Nithsdale 
area of Scotland. Previous work (Goldstein & 
Strachan, 1986; Leff et al, 1986) has shown that 
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high-EE and low-EE families benefit from and 
require different therapeutic strategies. 

In conclusion, the preliminary findings of the 
present study confirm the hypothesis that EE in 
families has an intercultural application. Our first 
results support its value as a prognostic factor for 
the clinical course of schizophrenia. 
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The Incidence of Schizophrenia in Croatia 


Z. FOLNEGOVIĆ, V. FOLNEGOVIC-SMALC and Z. KULCAR 


Hospital-based annual incidence rates for schizophrenia in Croatia over 1965-84 did not change 
significantly. Rates ranged from 0.21 to 0.22 per 1000 population (0.26-0.29 per 1000 
populatlon aged over 15). Factors that could Influence these rates were analysed, but it 
appeared that the rates were a true reflection of the incidence rate of schizophrenia in the 


Croatian population. 


Incidence rates for schizophrenia reported in the 
literature for individual populations differ. For 
example, the respective one-year incidence rates per 
-1000 for Norway, Mannheim and Iceland were 0.24 
(Astrup, 1982), 0.59 (Häfner & an der Heiden, 1986), 
and 0.27 (Helgason, 1977), whereas Denmark had 
a strikingly low female incidence rate of only 0.06 
(Dupont & Weeke, 1977). Giel et al (1980) also 
reported a low incidence rate for schizophrenia 
combined with paranoid and reactive psychoses of 
0.11. In Salford, UK, Hailey et al (1974) reported 
the same incidence rate, although for schizophrenia 
only. In the US, different workers have found 
incidence rates for schizophrenia to range from 0.43 
to 0.69 per 1000 per year, with that for the 
population over 15 ranging from 0.30 to 1.20 (figures 
quoted from Freedman ef al (1980)). In Yugoslavia, 
Kalitanin (1987) showed Belgrade’s incidence rate 
for schizophrenia to be 0.22. 

Incidence rates can however be influenced by 
differing methodological and diagnostic criteria. The 
findings of an extensive study by the World Health 
Organization (WHO) (1973) helped in reaching a 
consensus on these. Also important are the operationa- 
lised criteria of standardised interviewing techniques 
(Wing et al, 1974). Recent WHO investigations 
(Sartorius ef al, 1986) indicate ways in which 
different diagnostic definitions may affect reported 
incidence rates. 

Despite the occasional large differences in incidence 
rates for schizophrenia between individual popula- 
tions, they were held to be constant in a given 
population. However, some reports indicated that 
they are changeable (Hare, 1974; Bagles & Whalley, 
1985; Strömgren, 1987), intensifying interest in 
investigations in this area. 
^ We undertook to analyse incidence rates for 
Schizophrenia in the population of Croatia, one 
of six Yugoslav republics, with a population of 
4 601 469 in 1981. 


Method 


The present findings are chiefly based on data from SR 
Croatia's Psychiatric Case Register (CPCR). Since 1962 the 
CPCR has been run by the Chronic Disease Service, the 
Epidemiology Department, and the Institute of Public 
Health of SR Croatia. It is a case-name register designed 
for following up the republic's schizophrenic patients 
treated in psychiatric institutions. The CPCR has so far 
used diagnostic criteria from ICD-7, ICD-8, and ICD-9. 
A modified hospital statistical card (the P-card) is the 
register's source of information. It is completed regularly 
for each psychiatric discharge, as well as annually for all 
patients in institutions on the census day (31 December). 
Data processing at the CPCR is electronic. The basic 
register file is set up for each case, with the patient's 
identification information recorded, along with data on 
every admission, sorted chronologically. Thus, the first 
admission in the sequence is the ‘incidence’ admission. 
Total male and female schizophrenic incidence admis- 
sions were obtained for every year between 1965 and 1984 
by analysing CPCR data. 
In calculating hospital incidence rates, Croatia's popula- 
tion size, and sex and age figures appearing in regular 
statistical publications were used. 


Results 


Table I shows incidence admission rates for schizophrenia 
over 1965-84, by sex. These were given in terms of total 
population and that above 15. Rate changes over this period 
were not significant (P 0.10). 


Discusslon 


The CPCR data indicate that incidence admission 
rates for schizophrenia in Croatia over 1965-84 were 
virtually constant, varying between 0.21 and 0.22, 
and 0.26 and 0.29 per 1000 and per 1000 population 
above 15, respectively. The male incidence admission 
rate was slightly higher than the female rate. 
Incidence rates based on hospital statistics may not 
accurately depict the real situation in a population. 
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TABLE I 
Average annual rates of hospital incidence jor schizophrenia per 1000 inhabitants in Croatia, given in five-year periods 
between 1965 and 1984 








Period 

Population 1965-69 1970—74 1975-79 1980—84 r [v P 
All ages 

male 0.21 0.23 0.22 0.23 0.67 1.29 NS 

female 0.20 0.22 0.21 0.21 0.32 0.47 NS 

Total 0.21 0.22 0.22 0.22 0.77 1.73 NS 
Over 15 years of age 

male 0.2& 0.30 0.28 0.29 0.14 0.19 NS 

female 0.26 0.28 0.27 0.26 —0.13  —0.19 NS 
Total 0.2& 0.29 0.27 0.26 —0.80 — 1.89 NS 





Over a longer period, changes in diagnostic criteria 
and practice can influence hospital-based incidence 
values. 

Firstly, three ICD revisions (7,8,9) were used 
during the observation period, which in itself points 
to possible differences in the diagnostic criteria. 
However, a supplementary list of all cases treated 
in Croatia’s psychiatric hospitals was made, and 
CPCR data checked and supplemented after inspec- 
tion of individual patients’ entire register files, done 
in another study (Kulčar et al, 1983). In the process, 
diagnoses made according to ICD-7 criteria were 
checked according to ICD-8, and no anomalies were 
discovered. Since there is no major difference between 
the eighth and ninth revision as far as tke diagnostic 
criteria for schizophrenia are concerned, changes in 
diagnostic criteria did not influence the recorded 
incidence admission rates. 

Secondly, the period was also marked by significant 
changes in the psychiatric service, and these mainly 
consisting of increased numbers of hcspital beds, 
more manpower, and improved accessibility for the 
population, as well as more modern therapeutic 
procedures. Predictably, this generated a rise in the 
number of schizophrenics in psychiatric treatment, 
a shorter stay in hospital, and a greater frequency 
of admissions. 

Thirdly, the statistics also reflect schizophrenic 
case identification in the community. Thus, an 
endogenous psychosis screening of a representative 
sample of Croatia’s population aged 20-64, 
encompassing 23 754 subjects (Kesić ef al, 1981) 
showed that 16% (0.55 per 1000) had not been 
admitted to hospital. Of those not admitted, only 
7.7% were being treated as out-patients by a 
psychiatrist, the remainder having had no contact 
with the psychiatric service despite some of them 
suffering from schizophrenia for over 29 years. The 
female non-admission rate was three times the male 
rate. The male and female prevalence rates for 


schizophrenia were about equal at the time, indicating 
that schizophrenic females are less likely to be 
admitted than males (Folnegovi¢-Smalc et al, 1980), 
which was reflected in the slightly lower admission. 
incidence for females in this study. During the 
subsequent seven-year follow-up (Kesić et al), a third 
of the non-admitted patients were found to have been 
hospitalised. 

Fourthly, a number of untreated and undiagnosed 
schizophrenics persist in the community. The 
psychiatric service's development has definitely 
improved detection of schizophrenics in the 
community, and this would tend to increase the 
hospital incidence rates. 

Developments in out-patient care could have 
resulted in an increase in the number of schizo- 
phrenics not being admitted, but because of the 
insufficiency of out-patient care in Croatia, 
admission is indispensable at the acute stage of 
the disease. The absence of private psychiatric 
practice in SR Croatia therefore leads to all 
psychiatric cases being covered by the CPCR 
eventually. 

The hospital incidence rate is also prone to errors 
through misdiagnosis. The findings from the epidemio- 
logical study of Kuléar ef al (1983) indicate the 
extent of this phenomenon. An evaluation of CPCR 
diagnoses was made through a psychiatric field 
examination and by a follow-up of a representative 
sample of schizophrenics from the CPCR frame- 
work. Unlike in the patient group with two or more 
admissions (Folnegović ef al, 1984) where the 
diagnosis of schizophrenia was unconfirmed in a 
mere 1.3% of the cases, the rate in the single- 
admission patient group was as high as 27.9%, 
suggesting that CPCR diagnosis does not differ muck 
from its field rediagnosis in multiple-admission 
patients. Since readmissions are increasingly common, 
the number of misdiagnosed patients diminishes, owing 
to improved diagnostic procedures and psychiatric 
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training. More significantly, this would decrease the 
number of CPCR-recorded incidence admissions for 
Schizophrenia. 

The more complete identification of schizo- 
phrenics in the community and the improving 
diagnostic process have a mutually nullifying effect 
on the hospital incidence rate; the reported rates 
therefore reflect the incidence of schizophrenia in the 
population. This suggests that the genuine incidence 
rate of schizophrenia in Croatia's population has not 
changed significantly. 

In contradistinction to our population findings, 
literature reports have also shown decreased hospital 
incidence rates in particular populations. Thus Hare 
(1974) indicated a drop in Ireland's schizophrenic 
incidence, accounting for it primarily by the associa- 
tion between the improvements in the population's 
nutritional and social conditions and schizophrenia's 

“putative viral aetiology. Eagles & Whalley (1985) 
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suggested that there had been a significant fall in 
the number of schizophrenic first admissions in 
Scottish mental hospitals from 1969 to 1978. They 
inclined to the interpretation that the decrease in 
schizophrenic first admissions derived from a decrease 
in that population’s genuine incidence rate for 
schizophrenia. 

Over 1970-84, a decrease in the number of first- 
admission schizophrenics was also reported in 
Denmark. In interpreting it, Strómgren (1987) opted 
for the thesis that the changes could have resulted 
from the modern treatment and care provided for 
Schizophrenia. 

The diversity of data on incidence rates in 
particular populations over the past few decades 
imposes the need not only for further and longer 
follow-ups and the use of more uniform diagnostic 
criteria, but also for epidemiological studies in 
particular populations. 


Acknowledgement, references, and authors’ details will be found at the end of the third paper, pp. 371-372. 
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Characteristics of Male and Female Schizophrenics at First Admission 


Z. FOLNEGOVIĆ, V. FOLNEGOVIC-SMALC and Z. KULCAR 


Based on information from a case register, patient age and diagnosis at first admission are 
analysed In a Croatian cohort of schizophrenics first admitted in 1972 and followed up through 
the register for 12 years. Diagnosis was analysed on the same basis and over the same period. 
Although the male and female differences in incidence rates for schizophrenia were not large, 
hospital incidence rates in younger age groups were higher in males. Males were also more 
commonly diagnosed as schizophrenic at first admission, females more frequently receiving 
diagnoses of affective psychosis and other organic psychosis, except for alcohol-induced 


psychosis. 


In studies of the incidence of schizophrenia, the type 
of information most often employed is first- 
“admission rates to in-patient institutions. Potential 
information sources on smaller populations are an 
institution's medical records (Weeke et al, 1986) and 
targeted epidemiological studies (Cooper ef al, 
1987); for larger populations use is made of routine 


statistics (Odegaard, 1952) and case registers (Wing, 
1986). 

The case register is one of the basic research tools 
in psychiatric epidemiology (Brooke, 1974; ten Horn, 
1983, 1986; Jennings, 1985). Follow-up studies using 
psychiatric case registers have also been incorporated 
in the World Health Organization's mental health 
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programmes (Gulbinat & Henderson, 1986). Special 
emphasis has been placed on the need to use the 
registers in practical work, as an ircentive for 
research, as a means of co-ordination, and for the 
international exchange of information between 
centres keeping such registers. 

An important factor in research into the aetiology 
of schizophrenia is the knowledge of disease 
incidence rates and case. characteristics at first 
admission in different populations. Information 
from the Psychotic Case Register of Croatia (PCRC) 
on sex, age, and diagnosis of Croatia's schizo- 
phrenics at first admission, is presented and analysed 
in this connection. 


Method 


The results of this work are based on data extracted from 
the PCRC, a register established in 1962 at the Institute 
of Public Health of SR Croatia (see previous paper, this 
issue, pp. 363-365). The attending physician records the 
principal diagnosis, other psychiatric and somatic diagnoses, 
and, where appropriate, cause of death. 

From 1962 to 1971 only those receiving a diagnosis of 
schizophrenia (300, ICD-6; 295, ICD-7,8) were recorded 
by the PCRC, whereas from 1972 to 1974 all rsychotic first 
admissions (290, 292-299, ICD-8) except alcohol-induced 
psychosis (291, ICD-8) were entered. After 1974, it has been 
recording all admissions diagnosed as functio2al psychosis 
(295-299, ICD-8,9). 

In 1972 the PCRC was extended to include a ‘summary 
diagnosis'. This is a diagnosis based on a search through 
all the diagnoses made during PCRC-recorded admissions; 
it takes into account the chronological carder of the 
individual diagnoses, co-occurrence of psychiatric and 
somatic diagnoses, and patient age and sex, etc. (Folnegovié 
et al, 1984). The summary diagnosis thereby gives a single 
diagnosis for those patients given varying diagnoses on 
different admissions. In each case the summary diagnosis 
is established by CPRC's psychiatric collaborator who, 
where necessary, demands further information from the 
treating institutions and gathers such data as he considers 
relevant. 

For the purposes of the present study, a special databank 
was set up, comprising a case cohort with the summary 
diagnosis of schizophrenia and a first admission in 1972. 
Accordingly, the cohort also included patients with a 
diagnosis on first admission other than schizophrenia, but 
who received a summary diagnosis of schizopkrenia during 
the 12-year follow-up. 

Sex, age, diagnosis, and diagnostic process were analysed. 
The diagnostic process was related to the number of 
readmissions and the interval between first admission and 
the admission at which schizophrenia was diagnosed. 


Results 


In 1972 incident schizophrenic admissions in Croatia 
totalled 1318 (622 male, 696 female). The age-standardised 
hospital incidence rates were 0.34 and 0.32 per 1000 
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inhabitants aged over ten for males and females, respectively. 
While the average male age at first admission was 
33.7+12.4 years, females were 5.5 years older. 
Differences were also noted on comparing male and— 
female age-specific hospital incidence rates (Fig. 1). Whereas 
in the younger age group hospital incidence rates for 
schizophrenics were higher in the male population, in the 
female population they were higher in the older age groups. 
Male and female differences were also manifested in relation 
to the diagnosis recorded at first admission (Table I). 
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Fic. 1 Age specific incidence rates for schizophrenia (based on 
admission rates) in 1972 for Croatia, by sex (—— male, — female). 


Within the observed diagnoses, the diagnosis of 
schizophrenia was significantly more common in males; in 
females, however, the diagnoses of affective psychosis and 
other organic psychoses were more frequent. 

Male and female age distributions by individual diagnosis 
at first admission were also compared with regard to age 
(Table II). Females were signiciantly older than males only 
in cases diagnosed schizophrenic or unspecified psychotic , 
at first admission. Conversely, there were no significant * 


TABLE I 
Pattern of diagnoses at first admission in 1972 for Croatia’s 
schizophrenics, by sex 


ICD-8 Diagnosis % male % female 
code! (n-622) (n=696) 
291 Alcoholic psychosis — — 
290, 292-294 Other organic 2.3 4.5* 
psychoses 
295 Schizophrenia 65.0 56.6** 
296 Affective psychoses 4.8 9.9** 
297 Paranoid states 9.6 9.9 
298 Reactive psychoses 2.4 3.3 
299 Unspecified 15.9 15.8 
psychoses 


xà test: *P« 0.05; **P<0.01. 
1. World Health Organization (1967). 
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TABLE II 
Average age of schizophrenics at first admission in Croatia in 1972, by diagnosis and sex 
(means + s.d.) 








ICD-8 Diagnosis Mean age at first admission 
code male female 
290, 292-294 Other organic psychoses 40.4+16.3  41.0+16.0 
295 Schızophrenia 33.6+12.5 37.5+13.2* 
296 Affective psychoses 39.3413.1 — 42.4t14.0 
297 Paranoid states 38.2*10.4 39.5+11.6 
298 Reactive psychoses 27.3+5.9 29.1 + 10.0 
299 Unspecified psychoses 30.9+10.5  35.1+11.9* 





Student’s t-test: *P<0.01. 


dıfferences in the age at first admission of males and females 
diagnosed with any other psychosis. 

Sex differences with regard to the diagnosis at first 
admission were also manifested in the diagnostic process. 
The process of diagnosing schizophrenia was the longest 
in females, principally among those diagnosed at first 
admission with affective psychosis (296, ICD-8), where 
there was an average of 5.3 years between first admission 
and the diagnosis of schizophrenia on a subsequent 
admission; they also had an average of 3.5 readmissions. 
Among males, a significantly longer process of establishing 
schizophrenia was noted only for those receiving a diagnosis 
of reactive psychosis (298, ICD-8) at first admission. 


Discussion 


Like PCRC data, those from epidemiological studies 
also indicate the constancy of the incidence rate of 
schizophrenia in the population of Croatia and its 
approximate equality in males and females over 
1965-84 (previous paper, this issue). The findings 
that males are younger than females at first 

. admission, and that male and female hospital- 
based incidence rates are higher i in younger males and 
in the older women, are in agreement with other 
reports, for example that of Kaličanin (1975), based 
on the Belgrade Psychotics Case Register with 
information on in- and out-patients. A similar 
relationship has been reported by Strómgren (1987), 
who linked this to different age at onset. 

There were also sex differences with regard to the 
diagnosis at first admission: 65% of males were 
diagnosed as schizophrenic at first admission, 
compared with 56.6% of females. The relationship 
found by Munk-Jgrgensen (1985) on analysing a 
cohort of first-admission schizophrenics in Denmark 
in 1972 and on following them up for ten years was 

-similar. He noted that 50% of males and 40% of 
"females were diagnosed schizophrenic on first 
admission. The slightly more frequent diagnosis of 
schizophrenia at first admissions in Croatia is 
probably due to the PCRC not recording admissions 


for alcohol-induced psychosis and other psychotic 
disorders (alcoholism, drug dependency, neuroses, 
personality disorders, etc.). In this connection, 
Munk-Jørgensen (1987) suggested that, in practice, 
estimates of true hospital incidence for male and 
female schizophrenics so diagnosed at first admission 
should be augmented by 52% and 50% respectively. 

Diagnosing schizophrenia, both at first admission 
and during a readmission, is subject to a number of 
subjective and objective factors, related to the clinical 
picture, form of disease, time before admission, 
length of hospital stay, presence of other psychiatric 
or somatic disease, etc. The psychiatrist’s ability to 
accept standardised criteria for the diagnosis of 
Schizophrenia could also be a factor. A schizophrenic 
process occasionally develops insidiously, and the 
diagnosis may not be completely clear-cut at onset, 
despite a manifest psychic decompensation. There- 
fore, diagnosis for some schizophrenics would take 
time. When faced with an obscure case at the early 
stage of schizophrenia Croatia's psychiatrists prefer 
to use another diagnosis. A relatively large proportion 
of unspecified psychoses results from this, explicable 
by the psychiatric attitude that a patient should be 
*protected', and not labelled a schizophrenic. 

Age at first admission is also important in the 
diagnostic process; schizophrenics with a diagnosis 
at first admission of organic psychosis, affective 
psychoses, and paranoid state are on average older, 
whereas those with a diagnosis of reactive psychosis 
and unspecified psychosis are on average younger 
than those having schizophrenia diagnosed at first 
admission. While organic psychoses and affective 
Psychosis were more common diagnoses at first 
admission for females, that of schizophrenia was 
more frequent in males at that point. Thus the age 
difference between males and females was primarily 
due to the first-admission diagnoses of schizophrenia 
or unspecified psychosis, as there was no significant 
age difference between males and females for other 
psychoses. 
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Differences in the process of diagnosis in males 
and females were further manifested both in the 
number of admissions and length of time between 
first admission and the diagnosis of schizophrenia. 
The majority of readmissions and the longest 
interval occurred in females, and this ir those with 
the first-admission diagnosis of affective psychosis. 
A reason for this might be that firsi-admission 
diagnoses of unipolar depression (296.2, ICD-8) 
and involutional melancholia (296.0, ICD-8) were 
more frequently made in females, whereas cyclic 
manic-depressive psychoses (296.3, ICD-8) were 
more so in males. 

The present findings indicate that schizophrenic 
males and females differ not only with regard to age 
and diagnosis at first admission, they also differ with 
respect to diagnostic process. However. admission 
is known to be affected by many diverse factors. The 
practice in Croatia is for patients with manifest 
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psychoses to be admitted: the main criterion then 
applied to such patients is the feasibility of providing 
out-patient medical and psychiatric treatment and/or 
social support either at an institution or home, which ~ 
can be different for the two sexes. The recording of 
schizophrenic admissions also depends on information 
source, method of collection, and processing. 
Although admission-based statistics, PCRC data 
included, point to a higher female age at first 
admission, the question of whether age differences 
between males and females at the time of disease 
onset are genuine is still hypothetical. Thus the 
question now posed is whether the characteristics 
derived from such hospital statistics in fact describe 
stages of the disease other than disease onset. In 
studying the aetiology of schizophrenia in relation 
to age at onset, epidemiological studies are required. 
Such a study is reported in the following paper (this 
issue, pp. 368-372). - 


Acknowledgement, references, and authors' details will be found at the end of the third paper, pp. 371-372. 
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Age of Disease Onset in Croatia's Hospitalised Schizophrenics 


V. FOLNEGOVIG-SMALC, Z. FOLNEGOVIĆ and Z. KULCAR 


Age at onset was determined in a sample of 360 patients representative of the 8069 
schizophrenics hospitalised in SR Croatia. The 95% confidence interval for mean age at onset 
was 22.9- 20.7 years. The difference between males and females was not significant, unlike 
the age difference between the sexes reported for age at first admission for schizophrenia. 
Results may be Influenced by attrition of the original population of patlents. 


Epidemiological studies of schizophrenia have 
increasingly emphasised (Stromgren, 1987) that 
hospital statistics have some deficiencies when used 
in studies of incidence rates of schizophrenia, 
particularly when describing the characteristics of 
cases. A number of factors, such as the level of 
development and accessibility of mental health 
services and patients' socioeconomic status, have 
been noted to affect admission rates. In view of the 


diversity of these factors, the validity of the cross- 
cultural comparability between populations has 
been questioned (ten Horn, 1986; Jennings, 1986). 
Differences in diagnostic processes and criteria may 
also be significant contributing factors (Hafner & an- 
der Heiden, 1986; Sartorius eft al, 1986; Sartorius, ` 
1988). Thus, there is a justified emphasis on the need 
to supplement and correct hospital statistical data 
with epidemiological findings and from long-term 
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(or even lifelong) follow-up studies (World Health 
Organization, 1984). 
The Psychotic Case Register of Croatia (PCRC) 
^ has produced data indicating that schizophrenic 
females are older than males at first admission, and 
that of those admitted with schizophrenia for the first 
time, males comprise a disproportionate number of 
the younger age-group, and females of the older age- 
group (second paper, this issue, pp. 365-368). 

A question arising in this connection is whether 
the PCRC realistically depicts the characteristics of 
schizophrenic cases, i.e. whether the onset of the 
disorder in females does indeed occur at a later age 
than in males, as also reported by Strómgren (1987), 
or whether these characteristics are due to differences 
in its course and outcome and/or to the cumulative 
effect of other factors. 

We are conducting an epidemiological lifelong 

follow-up study of a representative sample of 
schizophrenic cases selected from the PCRC. This 
includes information on age at onset and at first 
admission. 


Method 


The present results are based on an epidemiological, (life- 
long) follow-up study — both retrospective and prospective - 
of a representative sample of Croatia's schizophrenic 
patients. The base population for selection of the sample 
consisted of 10 569 CPCR-recorded patients who had been 
admitted to hospital and diagnosed as schizophrenic over 
the period 1962-71, regardless of possible previous 
admissions. Excluded from this population were all those 
who died in hospital during this period, those aged 55 or 
over before 1974, and patients with an additional diagnosis 
of oligophrenia. This yielded a sample of 8069 patients. 
-  Thestudy sample was derived using a two-stage random 
sample of sets. At the first stage, 52 patients were selected 
at random, while at the second, ‘selection units’ were 
formed, comprising groups of patients geographically 
closest to each other, by residential address. Standard 
sample theory required at least eight patients per unit, 
assuming that at least some distributions were normal. 
(More detailed descriptions of the sample selection and 
expansion formula are given in the project's final report 
(Kultar ef al, 1983).) However, a pilot study showed that 
eight patients per unit was too few, as around half the 
subjects were not to be found at the recorded address 
(unknown there, moved, unavailable, dead, etc.), and the 
size of the selection units therefore had to be raised to 16 
patients each. 
During 1973, medical students who had been especially 
. trained for the study carried out a field survey to obtain 
case histories. These were derived from descriptions from 
both patients in the sample and their families (and 
sometimes the wider community), resulting in a collection 
of relevant information for 449 sample cases (out of a 
possible 52 x 16 — 832 cases). 
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Next, past medical histories were constructed for 
every such patient based on data from both admitting 
institutions and from general practitioners. Between 1973 
and 1975, these patients were psychiatrically examined 
wherever they were living - home, hospital, or social 
institution. 

All patients were rediagnosed after this psychiatric 
examination and inspection of their previous medical 
records. ICD-8 (World Health Organization, 1967) and 
compatible assessment and diagnostic scales (Wing et al, 
1974) were also used; staff had received appropriate training 
for this as part of a collaborative study by the World Health 
Organization (1988). 

This rediagnosis produced a non-confirmation of the 
diagnosis of schizophrenia in 22 patients (5%), 17 of whom 
had had only a single admission. An additional 17 diagnoses 
could not confidently be either confirmed or rejected, and 
this group was put on a ‘waiting list’ to be incorporated 
in a subsequent follow-up. Eight patients died in the interval 
between the student interviewer's visit and the psychiatric 
examination. This left 402 cases for analysis. 

The following parameters were assessed: status at 
psychiatric examination, type of treatment received, socio- 
economic status, social functioning, and the course of the 
disease. These patients, as well as the 17 waiting-list patients, 
were re-examined by research team psychiatrists during the 
period 1987-89, when, in addition, cause of death, place 
of death, and circumstances preceding it were recorded for 
deaths, where appropriate. An analysis of the 1987-89 data 
is in preparation. 

Both patient and family recollections and the medical 
records were used as the basis for determining age at onset 
and age at first admission, independent of either the 
diagnosis recorded at the time, the nature of the admitting 
institution, or the place where this occurred (e.g. foreign 
country or military hospital). 

The age of onset of the disorder is here defined as either 
the time when certain behavioural changes were noted by 
the patient or his family, or the point where failure to 
function socially first became noticeable. While the timing 
of onset of schizophrenia could be determined with the 
necessary precision in 360 cases, this was not possible in 
42 cases, because of missing records or inadequate 
information at interview. Consequently, the present paper 
relates to those 360 patients. 


Results 


The age range for onset of schizophrenia was 9-48 years 
(mean 24.8+8.1 years, median 23.8 years). Given the 
standard error of 0.978 years, the 95% confidence interval 
for mean age is 22.9-26.7 years. The difference in the 
average age of onset betwcen males and females was not 
significant (P7 0.05) (Table I). 

We also examined the time between the onset of 
disease and first admission (Table IT). In 65% of the 
cases, the first admission took place within two years of 
onset; in 7.8%, however, this interval exceeded ten 
years. The proportion of patients ill for over ten years 
before admission was significantly higher among females 
(P 0.05). 
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TABLE I 
Age at disease onset in a sample of 360 schizophrenics 


Percentage of whole semple 





Age total male female 
(years) (n= 192) (n= 168) 
&l14 9.4 9.9 8.9 
15-19 23.9 21.9 26.2 
20-24 222 26.6 17.3 
25-29 16.7 13.5 20.2 
30-34 15.6 16.2 14.9 
35-39 8.1 7.3 8.9 
40-44 3.6 3.6 3.6 
45-49 0.6 1.0 — 
Means * s.d. 24.8: 8.1 24.8 8.2 24.9 8.1 


Difference between sexes, Student's t-test, P=0.07, NS. 


TABLE II 
Interval between onset and admission in a sample of 360 
schizophrenics 
Interval Percentage of whole sample 
between total male female 
onset and (n— 192) (n 168) 
admission 
(years) 
£2 65.0 66.1 63.7 
2-5 16.9 19.3 14.3 
5-10 10.3 9.9 10.7 
10+ 7.8 4.7* 11.3* 


Difference between sexes, x? —6.51, d.f. —3, P« 0.05. 


Discussion 


The onset of the disorder was readily determined in 
those schizophrenics who had experienced neither 
an insidious course nor gradual failure in social 
functioning. These were mostly catatonic-type cases 
in which stupor or catatonic agitation had occurred 
over a day or two, or those in which onset was 
marked by homicide or attempted suicide - both of 
which are fairly common at the initial stage of the 
disease (Glaser, 1934). Onset was also determined 
precisely for those cases beginning with paranoid 
hallucinations. 

In cases of insidious onset, however, and particu- 
larly those beginning in adolescence, it was sometimes 
difficult to differentiate between pre-morbid persona- 
lity features and disease symptoms. This was 
common in cases displaying a hebephrenic or simplex 
type of onset. In such cases, the family or members 
of the wider community generally reported the 
beginning of the patient's failure to function socially 
as the onset of disease, though rarely recognising 
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particular symptoms. As described by patients 
themselves, the onset of the disease was often marked 
by a ‘‘feeling of having changed", pointing to 
depersonalisation as one of the first symptoms. 

Our results showed that the average age of patients 
in this sample at the onset of schizophrenia was 24.8 
years, and that there was no difference between males 
and females in this respect. However, for females the 
interval between onset and first admission was longer. 

Those long intervals which occurred between onset 
of the disorder and first admission arose because 
most schizophrenics had no insight into their 
condition, and hence perceived no need for treatment. 
It was therefore rare for the first contact with the 
mental health services or first admission - the latter 
still being a necessary condition for treatment at the 
acute stage in this republic -to result from the 
patient's own initiative. Consequently, apart from 
being determined by the nature of disease proper, ~ 
admission is determined by a number of other factors, 
including the reactions of the family and the wider 
community, and development of mental health and 
social services, etc. 

The influence of community attitudes on the 
timing of admission can be seen in the data of this 
paper which show that the interval between onset and 
admission is shorter the more abrupt the onset and 
the more strikingly pathological the symptoms; it is 
also shorter in cases showing manifest aggressiveness 
or suicidal tendencies (Folnegovié-Smalc, 1979). Case 
recognition, and even first admission, are further 
dependent on *barriers'. These primarily consist of 
the role of, and obligations imposed on an individual 
in society; they are a function of age and expected 
levels of social status and social functioning. This 
was supported by the findings that time before - 
admission was longer in rural areas, for patients 
of lower educational attainment, and for the 
unemployed. The present finding that the interval 
between onset and admission was longer for females 
than for males must also be regarded in the light of 
the differences in their social statuses, roles, and 
obligations in our population. 

It should be emphasised that this study out- 
lines the characteristics of schizophrenics in the 
community. In fact, 16% of those detected during 
screening for functional psychoses in a representative 
sample of Croatia's population (Kesić et al, 1981) 
had not been admitted to hospital at any stage. The 
majority of these had had no previous contact with 
the mental health services despite the fact that in— 
some cases, the disease had already lasted over 20 
years. The proportion of the sample not admitted 
has been reported to be 3.4 times as high in females 
as in males (Folnegovié-Smalc et al, 1980). 
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It is therefore possible for the interval between 
onset and admission to vary, depending on a number 
of factors, reflected in the slightly higher female age 

~ at first admission, despite the fact that in both sexes, 
onset occurred, on the average, at the same age. The 
characteristics of cases at the time of recognition may 
therefore be different from those present at the time 
of onset. These differences would also be influenced 
by the method of collecting of information. From 
the PCRC's standpoint, they are influenced by: the 
proportion of cases who were first admitted either 
in other Yugoslav republics or abroad; the interval 
between the first and second admission, which in 
some cases is over ten years; a proportion of 
schizophrenics with the diagnosis, at the first and 
even several subsequent admissions, of other psy- 
choses or even of other mental disorders (neurosis, 
psychopathy, alcoholism, drug dependency, etc.). 

~ There are also problems in relation to recording every 
admission for each patient, maintaining longitudinal 
follow-up via the register, and reduction of the 
diagnostic coverage, which in some cases allowed one 
of the readmissions to be entered as the first 
admission. Moreover, some other diagnoses (including 
post-partum psychosis) were quite frequently given 
to female schizophrenics at first admission, and the 
process of diagnosing schizophrenia took longer for 
females. The age differential at first admission 
between males and females thus became even larger. 
In fact, as they were older at first admission, females 
more often received a diagnosis of affective or 
organic psychosis. Conversely, being younger, males 
were more often diagnosed as schizophrenic. 

Differences between male and female case charac- 
teristics may also be a reflection of different course 
and outcome. Apart from possible variations in the 
natural course of the disease, differences in the rates 
of symptomatic alcoholism, other mental and somatic 
diseases, mortality, migration etc., may also be 
significant in this respect. The probability of recogni- 
tion of schizophrenia in males and females respectively 
in a population can differ in line with the above 
factors. This should be allowed for when differences 
in the course and outcome of recognised cases are 
being considered. 


Conclusion 


The onset of schizophrenia in males and females 
occurred at approximately the same age. Moreover, 
-—sex differences at first admission resulted primarily 
from a number of social factors. Hospital statistics 
are inadequate for studying the characteristics of 
schizophrenic patients at disease onset and, in this 
connection, for studying aetiology itself; this points 
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to the need to check hospital statistical data with 
special epidemiological investigations. 
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Police Admissions to a Psychiatric Hospital 
Demographic and Clinical Differences Between Ethnic Groups 


JOHN DUNN and THOMAS A. FAHY 


Between October 1983 and December 1985, 268 patients were brought by police to a 
psychlatric hospital in south London under section 136 of the Mental Health Act 1983. 
Comparisons were made between ‘blacks’ and ‘whites’ on several clinical and demographic 
varlables. The vast majority of admissions received a psychiatnc diagnosis. An excess of black 
admissions was recorded. Black men were younger, were more likely than whites to be glven 
neuroleptics, to be put on compulsory orders, and to be given an out-patient appointment 
when discharged from hospital. More black men were given a case-note diagnosis of 
schizophrenia or drug-induced psychosls. The differences In clinical management between 
ethnic groups could be at least partly accounted for by these differences in diagnosis. Treatment 
did not appear to be independent of diagnosis among the black admissions. 


High rates of mental disorder among Afro-Caribbeans 
in Britain have been reported (Rwegellera, 1977; 
Cochrane, 1977; Dean et al, 1981; Littlewood & 
Lipsedge, 1981; McGovern & Cope, 1987a; Harrison 
et al, 1988). The best of these studies (Harrison ef al, 
1988), using a prospective design and standardised 
diagnostic criteria, found a rate of schizophrenia 
among young Afro-Caribbeans 14 times that of the 
similar age group in the general population. These 
findings have provoked investigators and commenta- 
tors to speculate on the possible reasons for these 
increased rates, but most theories are lacking in 
research evidence. Among those theories currently 
most in favour with investigators (McGovern & 
Cope, 1987a; Littlewood & Lipsedge, 1988) are the 
possible effects of environmental stress, including 
racism and alienation, especially among young and 
British-born blacks, or a cohort effect, where mental 
illness is presenting at a younger age in a vulnerable 
subgroup. The importance of the genetic contribution 
to the increased rates is as yet undetermined. 

The number of unusual diagnostic categories, 
especially drug-induced psychoses, has also raised the 
possibility that misdiagnosis, or racism in psychiatry 
(Black Health Workers and Patients Group, 1983), 
may contribute to the high rates of diagnosis of 
mental illness in Afro-Caribbeans, but this explana- 
tion is at variance with the results of at least one 
carefully designed study (Harrison ef al, 1988) 
employing a range of standardised diagnostic criteria. 

An excess of compulsory and police-referred 
psychiatric admissions from the Afro-Caribbean 
population has also been reported (McGovern & 
Cope, 1987b; Ineichen et al, 1984; Rwegellera, 1980; 
Rogers & Faulkner, 1987; Dunn & Fahy, 1987). 


A higher rate of schizophrenia has been recorded 
among compulsorily and non-compulsorily detailed 
Afro-Caribbean patients than among whites 
(McGovern & Cope, 1987b; Harrison et al, 1988). 
Police admissions to psychiatric hospitals have been 
a focus of attention for those who advocate a social 
control hypothesis in relation to psychiatry (Miller 
& Rose, 1986). The possibility that high rates of police 
admissions may be partly affected by conscious or 
unconscious racist attitudes has also been a cause for 
concern among some psychiatrists. Writing about his 
clinical experience in the East End of London, 
Littlewood (1986) states that ‘‘it is certainly true” 
that police can be overtly racist and selectively pick 
out mentally healthy black people, and take them 
to psychiatric hospitals under section 136 as an 
alternative to arrest. This observation may come as 
a surprise to some workers, since the referral 
procedure is viewed by police officers as cumbersome, 
time consuming, and frustrating (Dunn & Fahy, 
1987). Nevertheless, it is possible that misidentification 
of mental disorder in Afro-Caribbeans by the police 
may lead to inappropriate referrals for psychiatric 
evaluation. 

This study aimed to compare black and white 
emergency police referrals to an urban psychiatric 
hospital based in a catchment area with a large Afro- 
Caribbean population. We attempted to establish 
whether rates of referral of blacks were different 
from those for whites, to ascertain the ability of 
police to identify mental disorder among different 
ethnic groups, and to examine the reasons for referral 
and the outcome of admission among the ethnic 
groups. As some evidence from the UK and the USA 
suggests that the route of admission to hospital 
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among blacks may differ from that of whites because 
of the severity of the psychiatric disturbance at the 
time of referral (Schleifer e£ al, 1968; Rwegellera, 
1980), we also aimed to establish whether there were 
any differences between blacks and whites in the 
reasons for police intervention. 


Method 


This study was undertaken at a large Lordon mental 
hospital, situated within its inner-city catchment area. It 
serves the western half of one of London's poorer boroughs, 
as indicated by high levels of poverty, unemployment, 
homelessness and one of the largest proportians of single- 
parent families in the UK (Lambeth Directorate of Town 
and Economic Planning, 1981). According to the 1981 
census (Office of Population Statistics and Surveys, 1981), 
which estimated the ethnic populations according to the 
birthplace of the head of the household, while recording 
place of birth for each individual, the population from the 
New Commonwealth and Pakistani (NCWP) accounts for 
23% of the total population of the borough, the Afro- 
Caribbean population for 14%, East Africans For 1%, and 
others 3% (Table I). Approximately 15% of the borough 
population was born in the NCWP. 

In this borough people thought by the police to be 
mentally disordered and in need of immediate care or 
control are taken to a police station, and after negotiation 
by telephone with a psychiatrist are transferred compulsorily, 
under section 136 of the Mental Health Act 1983, to hospital 
for assessment. Although section 136 is strictly speaking 
not an admission order, in practice it was used as such in 
this hospital at the time of the study. Patients were assessed 
and admitted by the duty psychiatrist, and were also 
assessed by a social worker after admission to the ward. 

The Mental Health Act 1983 was implemented in October 
of that year. Data were collected retrospectively from the 
case notes of consecutive section-136 referrals from October 
1983 to December 1985. All section-136 refe-rals to the 
hospital under study are recorded in a file by the admissions 
officer or, after hours and at weekends, by the duty nursing 
officer. A strict catchment area system was operated at the 
hospital, so that only patients living inside th2 area, and 
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those of no fixed abode who were picked up inside the area 
were assessed at the hospital. During the period of study 
there were 268 such referrals. 

A proforma was designed to collect the following data 
from the case notes: 


(a) demographic data, including age, sex and ethnic 
status (recorded firstly by country of birth as 
documented in the case notes and secondly by skin 
colour as recorded in the medical notes and the 
nursing patient profile, a document completed by the 
admitting nurse) 

(b) events leading to detention by the police, as 
documented on the police referral form 

(c) psychiatric history, as revealed by previous psychiatric 
admissions and previous section-136 admissions 

(d) treatment, including the use of psychotropic 
medications, the duration of admission, and the 
implementation of further compulsory orders 

(c) case-note diagnosis on discharge (schizophrenia, 
including paranoid syndromes and schizoaffective 
disorder, hypomania, depression, situational crisis, 
alcohol and drug misuse, personality disorder, drug- 
induced psychosis, no diagnosis, and other diagnoses) 

(f) follow-up, transfers to other hospitals and offers of 
out-patient appointments. 


Statistical analyses were performed using the x? test with 
Yates' correction and the /-test. 


Results 


There were 165 white patients (61%), and 88 (33%) black 
(50 of whom were born in the West Indies, 7 in Africa and 
31 in Britain). Seven patients of South Asian origin (3%) 
were excluded from the study, and eight sets of case notes 
(3%) were not available, and these cases were not analysed 
further. Fifteen per cent of the borough’s population were 
immigrants born in the NCWP, but 22% of the section-136 
patients were born in these countries. There was an excess 
of male admissions in both groups (Table IT). 

In the borough 29.3% of Afro-Caribbeans and 25.6% of 
white UK residents were aged 16—29 years. Afro-Caribbean 








TABLE I 
Persons by birthplace of household head for Lambeth, inner London, and Greater London, 
1981 

Lambeth Inner London Greater London 

no % no. % no. 9$ 
UK and Eire 165 055 69 1691 500 72 5 138 525 80 
Caribbean 32 395 14 198 752 8 306 792 5 
East Africa 2528 1 22 302 1 90 690 1 
Total NCWP! 56 071 23 457 071 19 945 148 15 
Rest of world 17 728 7 210 748 9 408 969 6 
Total population 238 854 100 2 359 319 100 6 492 642 100 


1. New Commonwealth and Pakistan. 
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TABLE II 
Demographic details of patients on section 136 








Men Women 
Black White Black White 
Numbers 52 105 36 60 
Age range: years 19-46 18-85 19-59 19-64 
Mean age: years 27* 35* 32 36 
Standard deviation 5.9 12.6 11.1 13.0 
Previous psychiatric admissions! 34 (67%)** 76 (73%)** 33 (92%)*** 52 (87%)*** 





1. Data missing on two patients. 


*Two-sample t-test showed a significant difference between the mean ages of black men versus white men, P« 0.001 (differences between 
means — 8.8, 95% confidence interval = 11.7-5.8, degrees of freedom = 150). Difference between mean ages of black men and black women 
is also significant (difference = 5.5, 95% confidence interval &9.6—1.4, degrees of freedom — 49, P«0 01). 


**Black men v. white men, x^» 0.66, d.f.=1, 0.5» P» 0.25. 


***Black women v. white women, x*=0.76, d f. 21, 0.5» P» 0.25. 


men in this study were significantly younger than both white 
men and black women. 

The majority of patients had a previous psychiatric 
history (Table II); 73% of white men and 67% of black 
men had a history of psychiatric admission, in comparison 
with 92% of black women and 87% of white women. For 
those men with a previous admission, the average number 
of admissions was 3.0 for whites and 3.3 for blacks. The 
proportions admitted on section 136 previously were 24% 
for black men, 40% for white men, 32% for black women, 
and 24% for white women. 

The written reasons given by the referring police officer 
were recorded on police form 434. The commonest reasons 
were threats of or actual self-harm, threat of or actual 
violence, wandering, public nudity, bizarre behaviour, and 
incoherence. These types of behaviour were reclassified into 
three categories: suicidal, violent, and non-violent behaviour. 
Suicidal behaviour was more common among white 
patients. Violent presentations were more common among 
white women and black men, but because of the absence 
of any reports.of suicidal behaviour among the latter group, 
non-violent behaviour was also more common among black 
men than white men. 

Schizophrenia was the commonest diagnosis in all groups, 
but was made twice as often In blacks as whites. Personality 
disorders and alcohol and drug misuse were more commonly 
diagnosed in white patients and drug-induced psychosis was 
more frequently diagnosed in black men (Table IV). 


TABLE III 
Types of behaviour leading to section-136 admission 





Suicidal Violent ^ Non-violent 
behaviour behaviour behaviour 


no. ^ no. 5 no. 5 





. Black men 0 0 30 58 22 42 
White men '14 14 50 49 38 37 
Black women 1 3 10 31 21 66 
White women 9 15 24 40 27 45 


Data not available on seven patients. 


Because of the age difference between blacks and whites, 
a comparison was made between black men and white men 
under the age of 30 years. When this was done the 
proportion of blacks in each diagnostic category remained 
virtually identical, but among white men the proportion 
receiving the diagnosis of personality disorder and drug- 
induced psychosis increased from 11% to 19% and from 
7% to 15% respectively. The proportion receiving a 
diagnosis of hypomania and alcohol misuse decreased from 
18% to 10% and from 20% to 8% respectively. 

Black men were more likely than white men to receive 
psychotropic medications, especially neuroleptics (Table V). 
Black men were also more likely to become involuntary 
patients after the section-136 order lapsed (72 hours). 

Black men were more likely to be offered follow-up than 
white men (48% v. 25%, P<0.025). Out-patient follow- 
up was offered to 71% of black women, versus 58% of 
white women (P>0.01). 

If the diagnostic groups of schizophrenia, hypomania, 
and drug-induced psychosis are combined into one ‘psy- 
chotic’ category, then although small differences remain 
between the proportion of black or white men prescribed 
neuroleptics (41 (91%) v. 42 (86%), Fisher’s exact test, 
P=0.1658), placed on further compulsory orders (21 (47%) 
v. 20 (41%), 32 —0.38, d.f. = 1, 0.75>P>0.5), and offered 
further out-patient follow-up (25 (56%) v. 18 (37%) 
respectively, x? — 2.36, d.f.=1, 0.25>P>0.1), these differ- 
ences are no longer statistically significant. 


Discussion 


Estimates of the total size of the individual ethnic 
subgroups are subject to sampling errors, which 
have been detailed by Harrison ef a/ (1988). 
The 1981 census did not include a question on ethnic 
origin, but households are grouped according to the 
country of origin of the head of household, thereby 
failing to take account of the British-born children 
of immigrants who have moved to independent 
accommodation. A discussion paper from the Office 
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TABLE IV 
Case-note diagnosis 

Diagnosis Black men White men Black women White women 

no. 5 no. 5 no. % no. 5 
Schizophrenia 23 44 22 21 18 50 15 25 
Hypomania 9 17 19 18 12 33 14 23 
Depression 0 3 3 2 6 6 10 
Situational crisis 1 2 6 6 3 8 3 5 
Alcohol/drug misuse 0 21 20 1 3 1 2 
Personality disorder 0 12 11 0 10 17 
Drug-induced psychosis 13 25 7 7 0 4 7 
No diagnosis 5 10 5 5 0 5 8 
Other 1 2 10 9 0 2 3 


TABLE V 
Clinical management of admissions 


Neuroleptics given Kept in for over 





72 hours 
no. % no. % 
Black men 46 90* 46 88** 
White men 66 63* 76 74** 
Black women 30 83 29 81 
White women 48 80 44 73 





*Black men v. white men, x7= 12.3, d.f. — 1, P<0 001. 
**Black men v. white men, x^ 4.5, d.f.=1, 0.05» P« 0.025. 
Medication: black women v white women, 3250.25, d.f 71, 
0.752. P» 0.05 (NS). (Data on two patients not aveilable. 
Length of admission: black women v. white women, 
d.f. € 1, 0.5» P» 0.25 (NS). 


20.7, 


the results of the Labour Force Survey (LFS) (19825), 
which included a question about ethnic origin, esti- 
mates, that using a head-of-household definition, 90% 
of the NCWP population will be included. However, 
19% of the inhabitants of such households may not be 
of NCWP ethnic origin. Taking these correction factors 
into account, the LFS estimate of the population of 
NCWP origin in England and Wales gives a result 
which is very similar to that of the 1981 census. Although 
Landau (1986) has suggested a 0.9 *correction factor' 
be applied to the head-of-household estimate. we follow 
the example of Harrison et al (1988) in ignoring this 
factor in order that local variations in the proportion 
of *mixed marriages' and poor response rates to the 
LFS should not lead to an under-representation of 
the Afro-Caribbean population. Using these figures, 
the Afro-Caribbean and African population accounted 
for 15% of the hospital’s catchment-area population, 
but 33% of section-136 admissions were black (West 
Indian, African, or British born). 

The results obtained for diagnosis of section-136 
admissions in this study are consistent with those of 
Rogers & Faulkner (1987), who reported that more 


than 90% of black and white police referrals were 
judged by the examining psychiatrist to suffer from 
a psychiatric disorder. Under the Mental Health Act 
1959, Kelleher & Copeland (1972) showed that police- 
and doctor-initiated compulsory psychiatric admis- 
sions had similarly high rates of mental illness 
diagnosed during admission. Fahy et al (1987), 
comparing rural and urban police admissions with 
urban compulsory admissions initiated by doctors 
(section 4), found that more than 85% of each group 
received a psychiatric diagnosis on admission. In the 
current study, clinicians judged more than 90% of 
black and white admissions to be suffering from a 
mental illness. These results, taken in conjunction 
with the reasons given by the police for referral, tend 
to confirm the appropriateness of the referrals. What 
remains a problem is the different pattern of diagnoses 
between whites and blacks, especially the relative 
frequency of diagnosis of drug-induced psychosis 
among black men. To determine whether this diagnosis 
represents a genuinely high rate of drug-induced toxic 
states, a reluctance to diagnose schizophrenia, or mis- 
identification of other short-lived psychotic or non- 
psychotic states remains to be tested in a prospective 
trial with standardised diagnostic criteria used by 
raters who are independent of the attending clinicians. 

The referral of psychiatric patients to hospital can 
be cumbersome and time consuming for the police 
officer (Dunn & Fahy, 1987). American research 
confirms that police are reluctant to intervene directly 
in cases where mental illness is suspected. Bittner 
(1968) found that the usual reluctance to intervene 
where there is an allegation or an appearance of 
mental illness was usually waived in situations where 
attempted suicide or non-trivial violence was a factor, 
as well as situations where grossly abnormal affect, 
thought disorder or bizarre appearance were present. 
The police are also more likely to intervene if the 
patient's doctor or teacher is involved. It has also 
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been clearly demonstrated in a field study by Teplin 
(1983) in the USA that police officers tend to under- 
identify mental disorder rather than overidentify it, 
as the social control hypothesis would imply. The 
work of Schleifer ef al (1968) demonstrated that 
police did not refer black prisoners for psychiatric 
evaluation until they were more disturbed than their 
white counterparts. These studies have not been 
replicated in Britain, but it would be surprising if 
the results were very different. Our study suggests 
that overidentification of mental illness by the police 
is not a major problem in the catchment area of the 
hospital studied. Nevertheless, we do not know how 
many mentally ill people are being inappropriately 
referred to the courts or are being dealt with without 
resorting to prosecution or psychiatric referral. 

Following admission to hospital it is apparent 
from this study that black patients are more likely 
than whites to receive psychotropic medications, to 
be kept in hospital longer, and to be placed on a 
further compulsory order. However, it appears that 
an increased rate of psychosis accounts for these 
differences, which supports the findings of McGovern 
& Cope (1987b) and challenges the findings of 
Littlewood & Lipsedge (1981), who suggest that 
treatment is independent of diagnosis in this group. 

Most police referrals are young, socially disadvant- 
aged (74% of blacks and 78% of white men were 
unemployed), and have a previous psychiatric history. 
What is so far unclear is how these social factors may 
influence the route of referral and the time taken 
before presentation to services in Britain. The reports 
in the literature that suggest that young black men 
present with a more disturbed or violent picture 
(Hitch & Clegg, 1980; Rwegellera, 1980; Harrison 
et al, 1984), which may in turn lead to police 
involvement, are not supported by the results of this 
study. 

We would suggest that future studies should focus 
on earlier decision-making processes that lead eventu- 
ally to police referral to hospital or criminal 
prosecution. In particular it is of interest to assess 
how the social context in which a patient of any 
ethnic group finds himself facilitates non-compulsory 
referral, and how these factors influence the police 
in their decision making. We suspect that ethnic 
group is likely to become a more important issue 
where the policeman’s lack of expertise in diagnosing 
mental disorder is compounded by the additional 
difficulty of dealing with subjects from another 
ethnic group. In our view this combination of 
problems is more likely to lead to disposal through 
the criminal justice system rather than through the 
psychiatric services. Studies of rates of mental illness 
among remand and convicted prisoners of differing 
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ethnic groups and, ideally, field studies of police- 
client interactions will begin to address some of these 
issues. 
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Symptoms and Social Adjustment in Jewish Depressives 


R. A. BALL and A. W. CLARE 


In 25 Jewish and 26 non-Jewish depressives resident in Hackney, the PSE revealed that 
'hypochondriasis' and ‘tension’ were more common in the Jewish group, and special features 
of depression, containing symptoms connected with guilt, was less common. These differences 
could not be explained by variation in severity of illness as both groups had slmilar scores 
on the HRSD. The 'social maladjustment' scores were similar, very probably reflecting an 


elderly, deprived, inner-city population. 


Jews have been closely connected with the history of 
psychiatry both as doctors and patients (Fishberg, 
1916; Lewis, 1978). The literature would suggest that 
they are prone to suffer from affective illnesses 
(Malzberg, 1930, 1952; Gershon & Leibowitz, 1975). 
This is in sharp contrast to the consistent absence of 
organic disorders and alcohol-related psychiatric 
conditions reported in Jewish groups from various 
countries (Halperin, 1938; Edwards ef al, 1972a,b; 
Weissman ef al, 1980). 

Transcultural differences in the phenomenology 
of affective illnesses have frequently been described 
(Kraepelin, 1921; Murphy, 1967; Binite, 1975; Orley 
& Wing, 1979), but interest has tended to concentrate 
on comparing Western with non-Western groups, 
and the accuracy and validity of the techniques often 
employed have been questioned (Wittkower & Rin, 
1965; Singer, 1975; Marsella, 1978). Patterns of 
presentation particular to Jewish patients have 
received relatively little attention. 

In the United States, at least, the excess of Jewish 
- patients presenting with affective disorders probably 
represents the less severe or neurotic form of the 
disorder (Hyde & Chisolm, 1944; Gershon et al, 1982). 
Although the possibility of a genetic contribution to 
the genesis of these illnesses must be considered 
(Gershon ef al, 1982; Cooklin, 1983), much evidence 
would suggest that psychosocial factors may be more 
important (Barrabee & Van Mering, 1955; Rinder, 
1963; Fernando, 1975). 

This study sought to discover whether depressive 
illnesses in Jewish patients differed qualitatively from 
similar illnesses seen in their gentile neighbours. 


Method 


Subjects 


The sample of 25 Jewish and 26 non-Jewish patients were 
consecutive referrals to the psychiatric services of the German 
and Hackney hospitals serving an area of north-east London. 


There were similar numbers of in-patients, out-patients, and 
day patients. They were either new referrals to the service 
or were patients already known who had relapsed after at 
least three months of being free of symptoms. 

‘Jewish’ patients were those who gave this as their religion 
on registration and on questioning had two Jewish parents 
(Parkes, 1955; Mechanic, 1972; Fernando, 1966, 1975). 
Immigrants were excluded, as were patients under the age 
of 45 years. Below this age a large proportion of the Jewish 
population belong to the Chassidic sect and many of the 
non-Jews are New Commonwealth immigrants and their 
families (Kosmin & Grizzard, 1975); additional social 
factors in both these groups potentially affect presentation 
of psychiatric illness. In practice the numbers excluded were 
smali, there being few diagnoses of major depression in 
Chassidic and Afro-Carribean patients during this period. 

Patients fulfilling Research Diagnostic Criteria for major 
depressive disorder (Spitzer et al, 1978) were accepted in 
the study. Patients with serious concurrent medical 
conditions were excluded, as were those with a history of 
schizophrenia, psychopathic personality disorder, and drug 
or alcohol abuse. 


Assessment 


Patients were seen within one week of presentation in the 
hospital ward or out-patient department. Personal and 
family history of psychiatric illness and drug treatment were 
ascertained from interview and the medical notes. The 
following instruments were administered to each patient: 
Present State Examination (PSE; Wing et al, 1974), Social 
Maladjustment Scale (Clare & Cairnes, 1978), Religiousness 
Scale (Fernando, 1973), and the Hamilton Rating Scale for 
Depression (HRSD; Hamilton, 1960). 

Syndrome profiles were extracted from the PSE data 
(Wing & Sturt, 1978), and the frequencies of particular 
syndromes were compared in the Jewish and non-Jewish 
groups. Where a significant difference was found the 
syndrome was compared in Jews with high and low scores 
on the religiousness scale. Classification of PSE data was 
also carried out using the CATEGO program. 

The Social Maladjustment Scale was selected for its 
ability to compare a wide range of social parameters 
including social and family relationships and the attitude 
of patients to these. Total scores for Social Maladjustment 
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in Jews and non-Jews were compared, as were the subscales 
of material conditions, social management, and satisfaction. 
All items relating to social and family relationships were 
accumulated and compared between the two groups. 

The Religiousness Scale gives a score of religious 
behaviour, and was devised for assessment of the East-End 
Jewish community in London (Fernando, 1975). It has 
graded answers to questions relating to synagogue attendance, 
Observation of feasts and dietary regulations, and travelling 
on the sabbath. Religious behaviour of Christians was 
assessed by frequency of church attendance. this being 
closely correlated with belief (Argyle, 1958). In Jews, 
however, synagogue attendance alone is not a good measure 
as many important rituals of Judaism are home based 
(Lenski, 1963). 


Statistics 


Two-tailed Student's t-test was performed to compare the 
means between the groups. The significance of the 
frequency of syndromes in the PSE was assessed by the 
calculation of x? with Yates' correction for small sample 
numbers. Pearson's correlation coefficient was used to 
investigate associations between subscales of the Social 
Maladjustment Scale and age, and scores on the HRSD and 
Religiousness Scale (Snedecor & Cochran, 1980). 


Results 


Characteristics of the sample 


The mean age of the 25 Jews and 26 controls was 67.8 (s.d. 
12.2) and 61.7 (s.d. 12.3) years respectively (not significant, 
t-test). The Jewish group contained ten men and the control 
group seven. There was a slight excess of widowed 
individuals in the Jewish group and single people in the 
controls (Jews 12% single, 40% widowed; controls 27% 
single, 19% widowed). 

Personal and family history of psychiatric illness was 
similar in the two groups, as was the history of previous 
drug treatment and electroconvulsive therapy. Three elderly 
Jewish patients recruited to the study were born in Eastern 
Europe and came to the UK as small children. They were 
included as it was felt that the effect of immigration at such 
an early age would be small compared with a life spent in 
the Hackney Jewish community. 

Severity of depression (HRSD scores: Jews, mean 29, 
s.d. 9; non-Jews, mean 25, s.d. 9) and numbers allocated 
to particular CATEGO classes (classes N+, D+, R+ Jews 
84%; non-Jews 80%) did not differ between the two groups 
(x? test). Index of Definition indicated a hizh level of 
certainty that symptoms present could be classified within 
conventional categories of diagnosis by clinical judgement 
or CATEGO (level 5, Jews 12%, non-Jews 8%; level 6, 7, 
8, Jews 88%, non-Jews 92%). 


PSE syndrome profiles 


The major differences between the two groups were in the 
following PSE syndromes: hypochondriasis (80% of Jews, 
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Syndromes from SCL List 


Fic. 1 Present State Examination syndrome profiles in Jews and 
non-Jews with depression. 


30% of non-Jews, x? P<0.001), special features of depres- 
sion, which contained items connected with guilt, (48% of 
Jews and 92% of non-Jews, x? P=0.005), and tension 
(92% of Jews, 58% of non-Jews, x? P=0.025) (Fig. 1). 
Using Yates’ correction on x?, agitation just failed to 
reach statistical significance, being present in 24% of Jews 
and 3.8% of non-Jews. Other differences which neared 
statistical significance were obsessional neurosis (Jews, 
12%, non-Jews, 35%) and self-neglect (Jews, 20%; non- 
Jews, 4%). The latter may reflect the greater number of 
men in the Jewish sample, as four of five individuals scoring 
for this factor were male. 

If these differences truly reflect different religious 
orientation one might expect them to become more 
pronounced in the results of the more orthodox Jews. 
When the ten Jews with the highest Religiousness scores 
were separated, the trends for guilt and tension were 
replicated but not significantly so. Hypochondriasis was 
very common in all the Jewish patients regardless of degree 
of religiousness. 


Social Maladjustment Scale 


Analysis of total scores and subscales revealed no significant 
differences between the two groups. Scores overall were high 
compared with studies which had previously used this scale 


TABLE I 
Relationship between score on Religiousness Scale and 
birthplace of parents in Jewish patients 





Religiousness Total Both parents Both parents 
score born in UK born abroad 
(n=25) (n=11) (n — 10) 
mean 3.8 2.5 6.0* 
s.d. 3.0 2.7 2.5 


*P<0.01, t-test. 
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and were similar to those achieved in the reliabihty study 
(Clare & Cairnes, 1978) in which patients were specially 
selected by their general practitioners as experiencing social 
difficulties. 


Religiousness scores 


Score on the Religiousness Scale correlated with parental 
birthplace (Table I). Children of parents who were both 
born in Eastern Europe had significantly higher scores than 
those whose parents were born in the UK. There was no 
correlation between score on the Religiousness Scale and 
those on the Social Maladjustment Scale or HRSD. 


Discussion 


Clear differences in the symptoms of depressive 
illness between the Jewish and non-Jewish patients 
have been demonstrated. Hypochondriasis and 
tension were significantly more common in the 
Jewish patients, guilt significantly less so. These 
differences could not be explained by one group 
being more severely ill as scores on the HRSD were 
similar. 


Matching of controls 


Matching of the two groups in this study could be 
criticised on the grounds of unequal distribution 
of the sexes. The ease with which Jewish male 
depressives were recruited compared with controls 
was notable and possibly an artifact of the time period 
chosen (approximately 18 months). Alternatively it 
could reflect other factors such as the well documented 
absence of alcoholism in Jewish men (Keller, 1970; 
Edwards et al, 1972a,b). Depressive illness in non-Jews 
could be masked by the concomitant alcohol abuse (an 
exclusion criterion in this study). Also, the tendency 
to increased longevity documented in Jewish men in 
Hackney (Kosmin & Grizzard, 1975) could be a 
complicating factor. The possibility of different 
referral rates in the two groups cannot be excluded, 
although referrals were taken from a large number 
of general practitioners working in different 
practices. Sex, like marital status, was not related 
to scores for tension, guilt or hypochondriasis. 


Hypochondriasis 


This study confirms previous observations that 
Jewish patients are particularly likely to present with 
hypochondriachal symptoms (Ladee, 1966, Hes, 
1968). This could be seen as an exaggeration of 
culturally determined patterns of behaviour seen in 
the psychiatrically well. Croog (1961) demonstrated 
an increased tendency to self-report physical illnesses 
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in Italian and Jewish American army recruits 
compared with those of Irish, British, or German 
origins. This was related to educational achievement 
in Italians but not in Jews. 

Mechanic (1966) described the tendency for Jewish 
and Italian Americans to report pain in more 
severe terms than established Americans and Irish 
Americans. He postulated that overanxiety about 
health of children is characteristic of Jewish families 
and is related to maternal overprotection; he also 
commented that this resulted in Jewish children being 
healthier than those of other immigrant groups. 
A study of attitudes of various ethnic groups in 
Washington showed Jews to have the highest 
acceptance of the sick role and also of preventative 
medical care but the most negative attitude towards 
doctors (Suchman, 1964). In contrast, Fernando 
(1966, 1975) was unable to find similar differences 
in illness behaviour between working-class Jews and 
controls in London's East End, among either the 
psychiatrically well or the depressed. 

Depressed patients presenting with predominantly 
hypochondriachal symptoms are particularly at 
risk of misdiagnosis and inappropriate treatment. 
General practitioners and physicians need to be alert 
to this presentation of depression in their Jewish 
patients. 


Guilt 


The role of guilt as a symptom of depressive illness 
and its apparent variation between cultural and 
religious groups has stimulated debate. Guilt has 
been reported to be relatively less common in 
depressives from the Indian subcontinent (Rao, 1966; 
Bagadia et al, 1977) and Africa (Leighton et al, 1963; 
Binite, 1975) but common in the Japanese (Kimura, 
1965) and in highly cohesive and rigidly structured 
societies such as the Hutterites in North America 
(Eaton & Weil, 1955). 

Variation in the incidence of guilt between societies 
has been linked to the differing use of projection as 
a dominant defence mechanism. Teja et al (1971) 
postulated that a collective superego operating in 
Indian societies encouraged a sense of social belong- 
ing, self-esteem being dependent on the person’s role 
in the social system. Western Christianity, however, 
was said to foster self-sufficiency, with the individual 
more likely to experience guilt as typified by original 
sin. Murphy ef al (1967) felt guilt as a symptom of 
depressive illness was a particular feature of 
Christianity, the degree of guilt being related to the 
intensity of religious belief. This is particularly so 
in those from Calvanistic backgrounds (Saenger, 
1968). 
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Fernando (1966, 1975) found that depressed 
Christians displayed more guilt than depressed Jews 
when degree of depression was controlled for. 
Although total hostility scores were similar between 
the two groups, Jews scored less for ‘intrapunitive 
hostility’ and less on a subscale of guilt and self- 
criticism. This was particularly marked in women. 
He concluded that guilt was culturally determined 
and less common in Jews. Explanations considered 
were a preference for psychologica! rather than 
physical methods of punishment and the presence 
of a father with high prestige within the community. 
Fernando postulated that, for his group of patients 
living in the East End, the most likely explanation 
was their experience of being the victims of anti- 
Semitic persecution both before and after their 
immigration from Eastern Europe. Most of the 
patients in the present study, like those in Fernando's 
study, had lived through fascist anti-Semitic activity 
in London in the 1930s, although none had personally 
experienced concentration camps. 

Another possible explanation for there being less 
guilt in Jewish depressives relates to the mourning 
practices of the Jewish faith (Kidorf, 1963) which 
are an excellent setting for the 'grief work' felt to 
be necessary for a healthy outcome (Lindeman, 
1963; Pollock, 1972). A quick burial is followed by 
seven days of official mourning, when the bereaved 
is visited by friends and relatives and enzouraged to 
express his grief. Official prayers are then recited 
weekly until the gravestone is set one year later, 
with a family gathering. These rituals discourage 
denial and facilitate ‘working through’ and a healthy 
resolution of grief. Specific questions about bereave- 
ment were not included in this study, but there did 
not seem to be large differences regarding unresolved 
grief between the two groups. 

Popular literature (Roth, 1967) would contend that 
Western Jews of European extraction are particularly 
prone to feel guilty, possibly in relation to excessive 
parental expectation. It might therefore be interesting 
to estimate guilt in the children of these Jewish 
depressives: the results could reflect a difference in 
the way that Jewish families deal with guilt and 
hostility rather than anything specific to depression. 


Social maladjustment 


The techniques used in this study were able to look 
only very broadly at the impact of psychosocial 
factors on depression in Jews. Such factors have 
been postulated as responsible for higher rates of 
depression in Jews, and include the pressure for 
upward social mobility (Barrabee & Van Mering, 
1955), marginality (Sanua, 1959; Fernanco, 1975), 
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the emphasis on sobriety and control of hostile 
impulses (Rinder, 1963), and the massive changes in 
social and family life following forced emigration 


from Eastern Europe (Bart, 1977). The very high ` 


Scores achieved by both groups highlight the plight 
of an elderly, inner-city population (Harrison, 1983), 
and it is possible that in the face of such global social 
deprivation the relatively subtle differences being 
sought were masked. 


Conclusion 


This study has demonstrated significant differences 
in manifestations of depression in Jewish patients 
in Hackney. These differences have been detected 
by using more objective instruments than used in 
previous transcultural research. 

With an increased cultural mix of patients 
presenting to psychiatrists in the UK it is important 
that differences in presentation of illness are clearly 
elucidated by research. That differences can so easily 
be demonstrated in this group of Jewish patients, 
who are extremely well integrated into the community, 
have English as a first language, suggests that 
culturally distinct modes of presentation are likely 
to persist in other groups. 
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Patterns of Attendance of Child Psychiatry 
Out-patients with Special Reference to Asian Families 


GILLIAN STERN, DAVID COTTRELL and JULIAN HOLMES 


Asian and non-Aslan referrals to the department of child psychiatry at the London Hospital 
in 1987 were analysed. Asian referrals were under+epresented with respect to the local 
population but, contrary to our expectations, there were no significant differences between 
the groups with regard to demographic data, the nature of the presenting problem, and attrition 


rates. 


There is a general impression among those who 
work in areas with a large Asian population that 
Asian children are under-represented in child 
psychiatry clinics. Kallarackal & Herbert (1976) 
suggested that apparently lower rates of disturbance 
in Asian children might be due to parents not 
recognising certain types of behaviour as problems. 
A number of other possible explanations exist. 
Asian children may show lower rates of disturbance 
generally; Cochrane & Stopes-Rose (1977) in a 
survey of adult Asian immigrants suggested that 
Asians were better adjusted than their native counter- 
parts on a number of social and psychological 
parameters. Alternatively, Asian children might 
show the same or higher rates of disorder, but a 
range of factors prevent their families from 
presenting to psychiatric services. Cultural norms 
may prevent help being sought outside the extended 
family, and communication problems due to lack of 
fluency in the host culture’s language have been 
implicated in non-attendance at out-patient clinics 
(Deyo & Inui, 1980). 

Newth (1986), in her review of emotional and 
behavioural disorders in the children of Asian 
immigrants, highlights the lack of research in this 
area and the need for further study. Problems with 
research concern the difficulty of finding suitable 
control groups in the UK, and the lack of good 
studies in Asia giving clear rates of child psychiatric 
disorder. 

A major concern of those working in areas with 
a large Asian population is that the services provided 
are in some way failing to meet the needs of the local 
community. Clearly there is a need for hard epidemio- 
logical data about rates of disorder, but in the 
absence of these, an analysis of clinic attendance and 
‘administrative’ outcome (non-attendance, dropout, 
agreed discharge, etc.) can provide some useful 
information about service provision (Pound & 
Cottrell, 1989). 


The London Borough of Tower Hamlets has a 
large number of Asian immigrants, mostly from 
Bangladesh although it is difficult to obtain exact 
figures. The 1981 census (London Borough of Tower . 
Hamlets, 1983) reported that 8% of people were of 
Asian origin. The Spitalfields Working Party (1984) 
produced a figure of 10-13% for the Bangladeshi 
population in 1984 and a predicted figure of 15% 
for 1987. These are percentages of the total popula- 
tion. It is our clinical impression that Tower Hamlets 
has a high birth rate, which may possibly be accounted 
for by the tendency of immigrant families to replicate 
patterns of family size prevalent in their country of 
origin. This suggests that the percentage of children 
from Bangladesh may be higher than the above 
figures. Statistics from the Inner London Education 
Authority (1985) show that, in 1985, 33% of 
school-age children in Tower Hamlets were from 
Bangladesh. 

The present study reports on the pattern of 
referrals to the child psychiatry department at the _ 
London Hospital with particular reference to Asian 
children. The hypotheses to be examined are that 
Asian children will be more likely to fail to attend 
or drop out of treatment, and will show a different 
pattern of presenting problems. 


Method 


The study is a retrospective case-note analysis of referrals 
to the Department of Child Psychiatry at the London 
Hospital. The department operates an open referral system 
and accepts self-referrals as well as referrals from non- 
medical professionals in the area. Referrals are mostly from 
the western end of the London Borough of Tower Hamlets 
(children at the other end are seen at a community-based 
child psychiatric service), but there is no formal catchment 
arca and referrals are received from further afield. The 
department contains the usual mixture of professionals 
working in a multidisciplinary team (child psychiatrists, 
psychologist, psychotherapists, and psychiatric social 
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workers). All of the staff are white caucasians and none 
speak Bengali. An interpretation service is available in the 
hospital. 

The sample consisted of all 205 referrals to the 
department in 1987. Of these, 16 were excluded as no 
appointment had been offered: eight referrals were from 
various professional colleagues who had not sought parental 
permission for referral and this was subsequently denied; 
five were still awaiting a first appointment at the end of 
1987 when data analysis was started; and three were specific 
requests for services which the department could not provide 
(e.g. day care). This left a sample of 189 patients. 

Case notes were examined in a standardised way and the 
following data recorded: age and sex of index child, ethnic 
origin of child, marital status of parents, distance of family 
from hospital, referral source, presenting problem, and 
presence of interpreter at appointments. In addition, the 
‘administrative outcome’ of the referral was recorded (i.e. 
non-attenders, early drop-outs (attended once only), late 
drop-outs (attended more than once but family unilaterally 
terminated treatment), agreed termination, and treatment 
still ongoing (Cottrell et a/, 1988)). An attempt was made 
to contact those families who did not attend (by telephone 
and letter) to try to determine their reasons for non- 
attendance. 

Data for the whole sample were analysed to determine 
what factors (if any) influenced attendance, and these were 
compared between the Asian and non-Asian groups. The 
x7 test with Yates’ correction was used; Fisher's exact 
probability was used where sample size was small. 


Results 


The age and sex distribution of the sample was 
unremarkable (58% boys, 42% girls) (Table I). Three- 
quarters of the sample were resident in Tower Hamlets, 
14% were from other London boroughs, and 11% from 
outside greater London. Over a third of the children (38%) 
came from single-parent households. The greatest number 
of referrals came from within the hospital (35%), most of 
these being from the paediatric department. General 
practice was the next highest source of referrals (22%), 
followed by social services (17%), education (15%), and 
self-referral (5%). The reasons for which the children were 
referred are listed in Table II. 
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Asian families accounted for 27 (14%) of the total 
sample. Of the 142 referrals of children resident in Tower 
Hamlets, 23 (16%) were Asian, and 18 (12%) of these were 
from Bangladesh. 


189 appointments 


4/189 resolved 
spontaneously (2.1%) 


27/185 did not 
attend (14 696) 


158 attended first appolntment (85.4%) 


14/158 not offered further 
appointment (8.996) 


144 offered further appointment 


18/144 falled to 
attend (e early 
drop-outs) (12.5%) 


126 attended agaln (87.5%) 


P 


99/126 agreed termination 27/126 late drop-outs 
or ongoing treatment (21.496) 
(78.696) 

total attrition 72/185 (38 996) 


agreed discharge = 113/185 (61.196) 


Fio. 1 Overall outcome of referrals for 1987. 








TABLE I 
Distribution of race, sex and age 
Age (years) Asian Non-Asian Total sample % 
. (n z 27) (n= 162) (n= 189) 
male female male female 

0-5 2 2 39 17 60 32 

6-10 6 3 30 14 53 28 
11-14 4 4 20 14 42 22 
154 2 4 8 20 34 18 
Totals 14 13 97 65 189 100 


No statistically significant differences. 
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TABLE II 
Frequency of presenting problems! 











Reasons for referral Total sample Asian Non-Asian 
n % n % n * 
Conduct disorder 83 44 ll 41 72 38 
Child abuse 31 16.4 5 18 26 16 
Emotional disorder 35 18.5 3 11 32 18 
Enuresis and/or encopresis 16 8.5 3 11 13 8 
Overdose 5 2.6 2 7 3 2 
Developmental delay 6 3.2 1 4 5 3 
Psychosis 1 0.5 1 4 — — 
Marital and family problems 1 0.5 1 4 — — 
Requests for assessment and reports 
(psychometric, court, etc.) 11 5.8 — — Ml 15 
Totals 189 100 27 100 162 100 





1. Included in the total are those cases who spontaneously recovered. 


No statistically significant differences. 


The outcome of the sample is shown in Fig. 1. Of those 
who did not attend at all, 13 of the 27, three of whom were 
Asian, had not wanted a referral in the first place. The 
remaining 14 families did not reply to our inquiries. 


Comparison of Asian and non-Asian referrals 


There were no statistically significant differences between 
these two groups in terms of age, sex, area o? residence, 
marital status of parents, referral source, or outcome. An 
interpreter was required for 11 (4196) of the Asian families 
referred, but these families did not differ significantly in 
outcome from either the Asian families who did not require 
an interpreter or the non-Asian families. 

Although the overall pattern of presenting problems was 
similar in both groups, there were some non-significant 
differences. Generally the non-Asian children presented 
with a wider range of problems, and within the category 
of conduct disorder there were no Asian referrals for 
sleeping problems, truancy, or substance abuse. Within the 
category of emotional disorder Asian referrals were 
confined to depression and psychosomatic complaints, 
whereas within the non-Asian group there were a number 
of referrals for school refusal, eating disorders, anxiety 
states, and abnormal grief reactions. 

When referrals were broken down by age, the following 
points emerged: the drop-out rate for pre-school Asian 
referrals was 50%; no pre-school Asian chiidren were 
referred as a result of child sexual abuse, nor were there 
any pre-school Asian referrals for sleeping problems, 
enuresis, or encopresis. There was a steady increase with 
age, in both Asian and non-Asian groups, of the proportion 
of emotional problems referred (as opposed to conduct. 
disorders). 


Other factors influencing attendance 


All social service referrals attended the first appointment. 
All referrals concerning developmental delay and 75% of 


those Asian children referred by the education services 
ended with agreed termination of treatment. Numbers were 
too small to allow for valid statistical analysis. 


Discussion 


This is a retrospective study and therefore contains 
all the drawbacks of such studies; however, some 
valid conclusions are possible. Clearly, Asian 
children referred to the department are under- 
represented when compared with the local population. 
Only 12% of referrals were from Bangladeshi 
families in Tower Hamlets, when the Inner London 
Education Authority (1985) suggested that 33% of 
school-age children were from Bangladesh in 1985. 
This is likely to be an underestimate as the London 
Hospital receives most of its referrals from the west 
end of the borough, which is where most of the 
Bangladeshi families are concentrated. 

An important contributing factor to the shortfall 
in expected Bangladeshi referrals may be the local 
population’s perception of the causes of unwanted 
behaviour in children. According to discussions with 
local people and Bengali-speaking professionals, 
most parents believe unwanted behaviour in children 
to be due to ‘badness’ (which is dealt with by 
punishment), physical illness, or the activity of 
spirits. In the area of Bangladesh from which our 
local population comes, child psychiatric services are 
virtually non-existent and there is therefore no 
expectation that psychiatric help might be useful. 

Another possibility is that the clinic does not meet 
the needs of the local population. The fact that those 
Asian children who are referred are reaching our 
department via the same sources as other referrals 
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and have a broadly similar outcome suggests that this 
is not the case, and refutes the hypothesis that Asian 
referrals would have a higher drop-out rate. Of 
~ course referrers may be referring only those Asian 
families they think will engage in treatment. The fact 
that Asian and non-Asian groups had similar drop- 
out rates and that 40% of the Asian referrals needed 
an interpreter (which in this study did not affect 
outcome) suggests that this is not the case. 

With regard to presenting problems, there is a non- 
significant trend for Asian children to be referred 
with a narrower range of problems, particularly in 
the pre-school age group. Discussions with Asian 
parents at interview suggested that a wider range of 
pre-school behaviour is tolerated as ‘normal’, and 
that a lesser degree of autonomy is expected in 
younger children than in non-Asian families. 
Although the drop-out rate of 50% in pre-school 

- Asian children may be due to a number of reasons, 
it is our impression that parents are less concerned 
about behaviour identified by referrers as problematic 
in this age group. 

It is of interest to note that while other studies 
(Gould et al, 1985) have suggested that drop-out 
occurs most frequently with school referrals, this was 
not the case with local Asian children referred by the 
education service. This may reflect the very high 
value placed on education by local Asian parents. 

Of particular concern with retrospective studies is 
the lack of information about families who do not 
attend at all. In this study attempts were made to 
contact such families and although only about half 
were reached, it is of interest that all of these families 
were against referral from the outset. Given the waste 
of specialist resources involved when families fail to 

. attend, referrers should perhaps consider alternative 
options when faced with families who seem resistant 
to referral to child psychiatry. Joint consultations 
with family, referrer, and child psychiatrist in the 
referrer's setting might be one alternative. 


387 


In conclusion, it is clear that Asian children 
are under-represented in referrals to this clinic. 
It is suggested that this may in part be due 
to cultural differences concerning what is acceptable 
behaviour in children and concerning why some 
children's behaviour is thought to be problematic. 
Without proper epidemiological studies, it is 
impossible to tell how much child psychiatric 
disorder is being missed. It is encouraging that 
once a referral has been made, cultural factors 
do not seem to play a major part in affecting 
outcome. 
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The Positive Triad of Schizophrenic Symptoms 
Its Statistical Properties and Its Relationship 
to 13 Traditional Diagnostic Systems 


J. LANDMARK, H. MERSKEY, Z. CERNOVSKY and E. HELMES 


Using data from the WHO international Pilot Study of Schizophrenia and from our own 
previously reported series of 120 »atients receiving treatment for schizophrenia, we ascertalned 
the degree of agreement between 13 different systems for diagnosing schizophrenia. 
We identified a triad of symptoms similar to that from the International Pilot Study: auditory 
hallucinations, passivity feelings, and disturbances of affect. This triad correlated very strongly 
wrth the diagnosis of schizophrenia as determined by the 13 dlagnostic systems, as well as 
with response to fluphenazine in our series. The triad should serve as a core set of symptoms 
in the study of schizophrenic Illness. It represents the leading phenomena in a group of patients 
having what is generally considered to be schizophrenia, although it does not provide a definitive 
diagnosis. Evidence is needed on its specificity. 


In recent years, good reliability has come to be 
expected with regard to the diagnosis of scaizophrenia 
and the criteria employed. The validity of the criteria 
can be assessed from their ability tc isolate a 
consistent pattern with a characteristic outcome. 
There are many systems for doing this - 13 of them 
were described by Landmark (1982) on the basis of 
the literature at that time. Some systems agree with 
each other relatively well (Brockington et al, 1978; 
Landmark ef al, 1986), and DSM-III (American 
Psychiatric Association, 1980), and its forerunner for 
schizophrenia, the Research Diagnostic Criteria of 
Spitzer et al (1975), are notably successful in this 
respect (Landmark ef al, 1986). 

In general, Schneider's (1959) first-rank symptoms 
have not appeared to be successful in this process, 
although they are obviously attractive in clinical 
practice. He did not himself consider them to be 
pathognomonic of schizophrenia, nor were they 
obligatory for reaching a diagnosis. Other criteria, 
such as disordered thinking (Bleuler, 1950), or its 
later formulation as cognitive slippage (Meehl, 
1962), were recommended, but it was demonstrated 
subsequently that thought disorder per se is not 
unique to schizophrenia (Harrow & Quinlan, 1977). 

Computerised statistics may be used to select 
diagnostic criteria. Much research in this manner has 
already been undertaken, and has been reviewed by 
Neale & Oltmanns (1980). Such an approach will seek 
to select a set of symptoms that are relevant and 
distinct. Such symptoms should satisfy the following 
conditions. First, they should be common in a 
representative sample of the population under 
investigation. Thus catatonia is not useful, although 
quite a striking symptom, because it is relatively 


infrequent. Second, they require a high inter-rater 
reliability, and this eliminates symptoms that are 
difficult to identify consistently. Third, to serve well 
as diagnostic criteria, the symptoms should be non- 
redundant, that is, they should be fairly independent 
of each other but necessary for the diagnosis. This 
means that they should not have high mutual inter- 
correlation, to avoid tautology. Fourth, symptoms 
to be preferred should have discriminant value for 
the purpose of differential diagnosis, occurring quite 
often in concordant cases and rarely, if at all, in 
discordant cases with an alternative diagnosis. 

These conditions define the following statistical 
criteria for the evaluation of symptoms characteristic 
of the illness: an adequate rate of occurrence, 
good inter-rater reliability, low intercorrelation of - 
symptoms, and a high frequency ratio for concordant 
versus discordant groups. 

Symptom frequencies in concordant and discordant 
groups from large-scale cross-cultural investigations 
were published in the International Pilot Study of 
Schizophrenia (IPSS; World Health Organization, 
1973). Those data can be used to explore the potential 
for establishing new diagnostic rules or criteria for 
schizophrenia. Thus the IPSS findings on unique 
features of the concordant groups are taken here as 
the starting point in a selection process to find the best 
diagnostic markers for schizophrenia. If symptoms 
with these characteristics appear in the IPSS data and 
can be replicated in further material, they should 
serve to provide durable core criteria for the 
schizophrenias. 

The IPSS teams found that more than 40% of 
patients in concordant and less than 10% of patients 
in discordant groups had ‘experiences of control’ 
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(delusions of uncommon mental or physical external 
influences on the patient). ‘Auditory hallucinations’ 
met the same conditions. If a less stringent criterion 
is used (at least 40% of members of concordant 
groups and less than 25% of those from discordant 
groups), ‘flatness’ (flat affect) appears as a relevant 
marker. Some other symptoms (e.g. ‘lack of insight’, 
*patient-related co-operation difficulties") appeared 
equally promising on the basis of their high incidence 
in the concordant group, but were too frequently 
Observed in the discordant group. 

We have an extensive data set which has been 
utilised to establish the relevance for the diagnosis 
of schizophrenia of 88 symptoms selected from an 
exhaustive list (Landmark, 1982; Helmes et al, 1983; 
Landmark et al, 1986). The three IPSS symptoms 
(experiences of control, auditory hallucinations, 
and flatness) are comparable to three items in 
Landmark's (1982) diagnostic check-list. The control 
experiences are equivalent to Landmark’s ‘passivity 
feelings': both labels describe delusions of outside 
physical or mental influences on the patient. 
Auditory hallucinations are similarly defined in both 
systems. The flatness corresponds to Landmark's 
‘affect’; however, Landmark's definition includes 
not only flat or blunted but also inappropriate or 
incongruous affect, and excludes ‘apathy’, which was 
included in the IPSS concept of flatness. In this 
report we use Landmark's labels for the three 
symptoms unless the text explicitly deals with the 
IPSS findings. These three symptoms are evaluated 
with special attention to their unique potential for 
the differential diagnosis. 

To summarise our goals, the present study reports 
work which aims to identify symptoms that would 
match the appropriate symptoms in the IPSS and 
that would meet the standards of high inter-rater 
reliability, satisfactory frequency, a differential 
frequency in concordant and discordant groups, and 
non-redundancy. We describe the application of 
these four statistical criteria to the data on the 
88 symptoms, and a comparison with the findings 
from the IPSS. 


Method 


Patients 


The sample studied was described earlier (Leslie et a/, 1984; 
Cernovsky et al, 1985; Landmark et al, 1986, 1987a,b). 
It comprises 120 patients seen in a depot injection clinic 
at the London Psychiatric Hospital, London, Ontario, who 
were undergoing treatment for schizophrenia. The patients 
examined were screened to exclude any with organic brain 
syndromes, sensorimotor handicaps, or psychoses other 
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than schizophrenia. There were 73 women and 47 men (age 
range 20-65 years, mean 38.2, s.d. 9.8). The relative excess 
of women is thought to reflect their compliance with out- 
patient care. 

All had been clinically diagnosed at least once in hospital 
as having schizophrenia, and were also identified as having 
schizophrenia in accordance with at least one of the 13 
diagnostic systems (see Landmark, 1982; Landmark ef al, 
1986). The following traditional systems constitute the 
13 employed (Landmark, 1982): Eugen Bleuler's (1950) 
system with a cut-off score of 3, his system with a cut-off 
of 4, Manfred Bleuler's (1971) system, Kraepelin's (1919), 
Yusin et al’s (1974), Newmark et al’s (1975, 1976), Feighner 
et al’s (1972), Schneider's (1959), Langfeldt’s (1956, 1969), 
and Edwards’ (1973) systems, the system proposed by 
Willis & Bannister (1965), DSM-III in its draft form 
(Spitzer ef al, 1977), and the flexible system used in the 
IPSS. Approximately one-quarter (24.2%) of this sample 
was classified as schizophrenic by all 13 systems. Almost 
all (93.3%) fulfilled the DSM-III criteria for schizophrenia. 
About one-half (48%) had suffered from their illness 
for more than two years. All were currently stabilised 
on major tranquillisers and treated with fluphenazine 
decanoate or enanthate. About 86% were born in Canada. 
In all patients the intelligence level estimated clinically 
or known from IQ testing was within the normal range 
or above. 


Ratings of symptoms 


The majority of patients (n— 101) were assessed by the 
senior author (JL), the remainder by a third-year psychiatric 
resident. The assessments were carried out in individual 
interviews with patients, in accordance with the schedule 
published in Landmark's (1982) manual. However, past and 
present symptoms were rated separately. The past symptoms 
(defined as those exhibited by the patient up to one month 
before the research interview) were assessed first. This 
procedure required a comprehensive perusal of each 
patient's medical records, as well as extensive interviews 
with the patients, relatives or friends, and the nurses in our 
clinic who knew the given patient well in the past. Present 
symptoms were defined as those exhibited within the one 
month preceding our interview and including the behaviour 
during the interview. Ratings of this were based on 
Observations in the course of the interview as well as on 
information from the patients, relatives, and staff members. 
Each symptom was rated as present or absent. In the 
category of past symptoms the symptoms had to be clearly 
mentioned in the clinical records at least once; the clinician 
was not to infer positive conclusions from circumstantial 
descriptions or peripheral evidence. 

In subsequent statistical compilations of our raw data, 
we created an additional category, ‘pooled symptoms’. In 
this category, the symptom was rated as present if its 
presence was observed in the past or currently; otherwise 
the symptom was rated as absent. 

With respect to symptom frequencies in the discordant 
versus concordant groups, we employed data from 
the IPSS. As explained earher, their between-group 
comparisons and also comparisons of our frequency data 
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to their two-group data served as one of otr criteria for 
selection of potential diagnostic markers. 

When determining inter-rater reliability, past and present 
symptoms were examined separately. Thereafter, the 
analyses were carried out on ‘pooled’ symptom data with 
Tespect to the evaluation of the incidence of symptoms, 
intercorrelations of symptoms, and comparisons with the 
frequency of symptoms in the concordant and discordant 
groups of the IPSS. 


Reliability procedures 


Four psychiatrists (two staff psychiatrists and two residents) 
independently assessed a subsample of 31 patients (14 men, 
17 women, mean age 34.3, s.d. 7.3 years). The subsample 
and procedures have already been described in detail 
elsewhere (Helmes ef al, 1983). The four raters were 
provided with Landmark's (1982) manual which lists, 
defines, and comments on all symptoms to be rated. The 
patients were individually interviewed, separately within a 
few days, by one staff psychiatrist and one resident. The 
resident's interviews were videotaped. The recordings were 
then viewed and rated by another resident and staff 
psychiatrist. The final symptom ratings by tke latter two 
clinicians were based both on viewing the videotape and 
on the perusal of the patient's medical records. Twelve 
patients seen by the psychiatrist were also videotaped by 
the resident and rated by all four physicians, making a total 
of 31 cases in the subsample. 


Results 


Symptom frequencies 


Those symptoms are listed in Table I which were observed 
at least once (past, present, or both) in 25% or more of 
our sample of 120 patients. Unfortunately none of the eight 
symptoms most frequently encountered in our sample 
appears to be unique to schizophrenia. The frequency 
criterion alone would be of little pathognomonic value. It 
should be noted, however, that many symptoms with 
frequencies above 50% but below 90% are included as 
classic criteria in contemporary systems for diagnosing 
Schizophrenia. 


Inter-rater reliability 


The magnitude of agreement among our four raters in their 
ratings of the 88 symptoms on the subsample of 31 patients 
was evaluated by means of kappa coefficients. The data 
for past and present symptoms were calculated separately. 
With few exceptions, the reliability was higher for 
assessments of present than of past symptoms; the 
retrospective ratings perhaps involved more subjective bias. 
In Table II, we rank-ordered symptoms according to their 
kappa values. Only symptoms with kappa values above 
0.500 are listed in the hierarchical list of present symptoms. 
Interestingly, the highest reliability was reached for 
the following Schneiderian variables: audible thoughts, 
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thought broadcasting, commentary voices, and *made' 
thoughts. Commentary voices were noted in 45% of 
patients, but the other three were observed in less than 25%. 


Comparison with IPSS data 


Two symptoms which appear in our present study with 
acceptable frequency (more than 40%) and inter-rater 
reliability (k >0.50) also emerged in the IPSS as having 
a high specificity for schizophrenia. These symptoms 
are auditory hallucinations and passivity feelings. The 
probability of a patient suffering from one of these two 
symptoms being included in the concordant group was more 
than 95%. They were not found in the first 15 symptoms 
in the discordant group in that study. 

A third symptom, disturbance of affect, also appeared 
with high frequency and acceptable inter-rater reliability 
(low but still significant kappa, P<0.05, one-tailed) in the 
present study, and the frequency of the nearest similar 
symptom in the IPSS was compatible with our own 
findings. Thus a triad consisting of auditory hallucinations, 
passivity feelings, and disturbance of affect appeared to 
be the ‘best’ or most ‘typical’ symptoms of Schizophrenia. 

In the present study, ‘disturbance of association’ had 
acceptable frequency and inter-rater reliability, but we 
found no information from the IPSS with which to compare 
and corroborate it, hence we decided to omit it. 

The selection of the triad of symptoms has a solid 
basis in the IPSS, and our own data indicate that all 
three symptoms have at least empirical validity. Their 
intercorrelations (phi coefficients) are of satisfactory size 
and thus suggest that there are no large redundancies 
(‘auditory hallucinations’ with ‘passivity feelings’, 0.39; 
‘auditory hallucinations' with ‘affect’, 0.29; and ‘passivity 
feelings’ with ‘affect’, 0.08). This triad of symptoms consists 
of sufficiently independent criteria to map a substantial area 
of schizophrenic pathology. To avoid ambiguity, the three 
symptoms are defined here as follows: (a) ‘auditory 
hallucinations’, any kind of imaginary sound or voice(s) 
talking to the patient or talking about him or commenting 
on him; (b) ‘passivity feelings’, any delusion of being 
influenced or interfered with by imaginary forces from 
outside, whether somatically or mentally; and (c) ‘disturbance 
of affect’, inadequate, inappropriate, blunted, or flat affect. 


Comparison with other systems 


Each patient was given a score on the triad of 0-3, 
according to the number of its items present. The triad score 
was then employed for further comparisons. Only 7.6% 
of the patients obtained a score of zero (i.e. no symptom 
of the triad was noted, whether in the past or present). 
At least one symptom of the triad was observed in 92.5%, at 
least two in 78.2%, and all three in 39.5% of the patients. 
Therefore the cut-off score of at least two (of the triad) 
would categorise 78% of the patients as schizophrenic. This 
is comparable with the proportions of patients classified 
as schizophrenic by most of the 13 leading systems described 
in Landmark’s (1982) diagnostic manual and as reported 
in another study (Landmark et al, 1986). 
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TABLE I 
Rank of symptoms according to total frequency 
Frequency Present symptoms Past symptoms 
(%) kappa proportion of inter- kappa proportion of inter- 
rater agreement! rater agreement 
1. Lack of insight 95.0 0.290 0.633 0.135 0.805 
2. Delusions 91.7 0.456 0.773 0.280 0.811 
3. Social withdrawal 89.2 0.618 0.805 0.252 0.811 
4. Lack of judgement 87.5 0.112 0.612 0.207 0.757 
5. Affect 86.7 0.361 0.693 0.241 0.762 
6. Apathy 85.8 0.404 0.698 0.188 0.720 
7. Volition 85.0 0.420 0.698 0.270 0.798 
8. Peculiar behaviour 81.7 0.650 0.929 0.148 0.774 
9. Association 80.8 0.442 0.854 0.352 0.687 
10. Hallucinations 79.2 0.659 0.854 0.365 0.741 
11. Paranoid delusions 76.7 0.330 0.762 0.230 0.741 
12. Auditory hallucinations 75.8 0.594 0.838 0.541 0.789 
13. Primary delusions 72.5 0.536 . 0.839 0.228 0.677 
14. Break in personality 70.8 0.610 0.370 0.249 0.816 
development 
15. Autism 67.5 0.312 0.800 0.195 0.574 
16. Mood alterations 67.5 0.205 0.811 0.206 0.585 
17. Ideas of reference 65.0 0.473 0.779 0.333 0.682 
18. Preoccupation with 62.5 0.647 0.881 0.239 0.639 
hallucinations and delusions 
19. Delusions and hallucinations 60.8 0.622 0.913 0.280 0.656 
20. Persistent hallucinations 60.0 0.659 0.924 0.151 0.537 
21. Deterioration over time 55.0 0.950 0.419 0.166 0.580 
22. Bizarre delusions 49.2 0.300 0.870 0.143 0.606 
23. Polymorphous symptoms 49.2 0.107 0.849 0.177 0.639 
24. Passivity feelings 48.3 0.617 0.891 0.241 0.638 
25. Incoherent speech 46.7 0.159 0.951 0.164 0.574 
26. Commentary voices 45.0 0.697 0.908 0.193 0.655 
27. Delusional perception 45.0 0.524 0.865 0.371 0.682 
28. Attention 45.0 0.189 0.633 0.145 0.542 
29. Bizarre mannerism 43.3 0.170 0.951 0.440 0.687 
30. Poor rapport 41.7 0.268 0.827 0.450 0.515 
31. Thought block 41.7 0.545 0.816 0.396 0.693 
32. Somatic delusions 38.3 0.312 0.865 0.128 0.649 
33. Catatonic symptoms 37.5 0.667 1.000 0.593 0.827 
34. Grandiose delusions 33.3 0.562 0.892 0.381 0.719 
35. Hallucinations (other than 33.3 0.416 0.935 0.228 0.730 
auditory and tactile) 
36. Unreliable information 32.5 0.265 0.752 0.263 0.714 
37. Depersonalisation and/or 31.7 0.546 0.886 0.177 0.763 
derealisation (Langfeldt) 
38. Widespread delusions 31.7 0.311 0.902 0.172 0.687 
39. Depersonalisation and/or 30.8 0.496 0.838 0.503 0.817 
derealisation (Landmark) 
40. Somatic passivity 30.0 ` 0.458 0.913 0.229 0.757 
41. Praecox feeling 28.3 0.316 0.719 —0.12 0.736 
42. Religious delusions 25.8 0.553 0.913 0.406 0.736 





1 Calculated by dividing the number of cases on which the raters agreed by the total number of cases. 


The relationship of the triad to the 13 diagnostic direction. The closest relationships were found with 
systems was evaluated by means of Pearson correlation — Schneider's, Willis & Bannister’s, and Yusin's system. 
coefficients: the coefficients are listed in order of decreasing The weakest (but still significant) was found to be 
size in the first column of Table III. Ali relationships Eugen Bleuler’s system with either of his two cut-off 
were significant ( P«: 0.05, one-tailed) and in the expected — criteria. 
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TABLE II 
Rank of symptoms according to inter-rater reliability (kappa) for present and past symptoms 














Present symptoms Past symptoms Frequency 
kappa proportion of inter- kappa proportion of inter- 
rater agreement! rater agreement 
1. Audible thoughts 0.806 0.951 0.194 0.773 10.0 
2. Thought broadcasting 0.601 0.935 0.454 0.784 21.7 
3. Commentary voices 0.697 0.908 0.193 0.655 45.0 
4. ‘Made’ thoughts 0.690 0.940 0.146 0.757 17.5 
5. Catatonic symptoms 0.667 1.000 0.593 0.827 37.5 
6. Negativism 0.667 1.000 0.210 0.644 15.0 
7. Stereotypy 0.667 1.000 0.330 0.897 12.5 
8. Automatic obedience 0.667 1.000 0.667 1.000 0.8 
9. Hallucinations 0.659 0.854 0.365 0.741 79.2 
10. Persistent hallucinations 0.659 0.924 0.151 0.537 60.0 
11. Preoccupation with delusions 0.647 0.881 0.239 0.639 62.5 
12. Delusions and hallucinations 0.622 0.913 0.280 0.656 60.8 
13. Social withdrawal 0.618 0.805 0.252 0.811 89.2 
14. Passivity feelings 0.617 0.891 0.241 0.638 48.3 
15. Thought insertion 0.614 0.902 0.456 0.838 18.3 
16. ‘Made’ acts 0.600 0.951 0.220 0.827 10.8 
17. Auditory hallucinations 0.594 0.838 0.541 0.789 75.8 
18. Grandiose delusions 0.562 0.892 0.381 0.719 33.3 
19. Religious delusions 0.553 0.913 0.406 0.736 25.8 
20. Depersonalisation/ 0.546 0.886 0.177 0.763 31.7 
derealisation (Langfeldt) 
21. Thought block 0.545 0.816 0.396 0.693 41.7 
22. Primary delusions 0.536 0.839 0.228 0.677 72.5 
23. Delusional perception 0.524 0.865 0.371 0.682 45.0 





1. Calculated by dividing the number of cases on which the raters agreed by the total number of cases. 





TABLE III 
The relationship of the triad to 13 diagnostic systems 
Phi coefficients 

Triad Triad as a 

dichotomy 
Schneider! 0.64 0.60 
Willis & Bannister! 0.63 0.50 
Yusin! 0.62 0.55 
M. Bleuler! 0.56 0.52 
Langfeldt 0.49 0.41 
Edwards! 0.47 0.38 
DSM-III 0.47 0.43 
Feighner 0.45 0.42 
Kraepelin 0.45 0.44 
WHO/IPSS! 0.38 0,28 
Newmark! 0.36 0.25 
E. Bleuler (3 of 4)! 0.31 0.22 
E. Bleuler (4 of 4)! 0.24 0.17 


The 13 systems are hierarchically ordered accorcing to the 
size of the correlation coefficients, all of which are significant 
( P«0 05). 

1. Those marked are cross-sectional; the remainder are longi- 
tudinal. 


As a nosological innovation, a variable was introduced 
in another study (Cernovsky ef al, 1985) based on the 
number of the 13 systems which diagnosed the given patient 
as schizophrenic. In the present sample, this variable ranged 
from 1 to 13 (all patients were classified as schizophrenic 
by at least one system and 24.2% by all 13 systems). For 
example, a score of 6 on this variable would indicate that 
the given patient was classified as schizophrenic by 6 of 
the 13 systems. This variable (‘the number of systems’) 
expresses the diagnostic consensus. The relationship of the 
triad to the number of systems classifying the given patient 
as schizophrenic was highly significhnt and strong (Pearson 
r=0.71). This suggests that this triad well represents the 
underlying dimension marked by the 13 systems. In fact, 
the correlation is higher than all coefficients computed for 
the relationships of each of the 13 systems to the remaining 
12, except for a coefficient of a comparable size found with 
Yusin's system (r=0.72) (see Landmark ef al, 1986). 

In the preceding computations, the triad was treated as 
a variable ranging in score from 0-3. In routine clinical 
use, however, the variable would be treated as a dichotomy 
classifying a given patient either as schizophrenic or non- 
schizophrenic. The relationship of this dichotomy (patients 
reaching the score of 2 or more are classified as 
schizophrenic) to the 13 leading diagnostic systems was 
evaluated by phi coefficients. The coefficients are listed in 


POSITIVE TRIAD OF SCHIZOPHRENIC SYMPTOMS 


TABLE IV 
The relationship of individual symptoms of the triad to 
other systems and to the outcome of treatment 





Pearson correlations 
Consensus of Fluphenazine 





the other treatment 
13 diagnostic 
Systems 
Affect 0.51 0.22 
Auditory hallucinations 0.57 0.43 
Passivity feelings 0.45 0.38 
Affect -- passivity feelings 0.64 0.42 
Affect + auditory 0.67 0.42 
hallucinations 
Passivity + auditory 0.61 0.48 
hallucinations 
All three symptoms 0.71 0.50 


combined 





the second column of Table III. Again, the closest 
relationships were found to systems proposed by Schneider, 
Wilis & Bannister, and by Yusin, and the weakest to 
Bleuler’s system. All relationships were significant and in 
the expected direction (P<0.05, one-tailed). 

It may be noted that the values of the columns of 
coefficients are similar. The correlation between the-triad 
as a variable ranging from 0 to 3 and the triad as a 
dichotomy was high (point biserial coefficient = 0.84). The 
triad as a dichotomy was àlso significantly related to the 
number of systems classifying a given patient as having 
schizophrenia (point biserial coefficient = 0.60, P< 0.001). 

The relationship of the individual members of the triad 
and of the different pairs to the 13 diagnostic systems was 
also examined (Table IV), together with the relationship 
to fluphenazine treatment, which we reported elsewhere 
(Landmark ef al, 19875). The combination of all three 
members of the triad shows the greatest relationship with 
the diagnostic consensus, but ‘affect’ appears to have little 
bearing on the outcome with fluphenazine. 


Discussion 


The information in this paper comes from a selected 
sample, namely patients who were all previously 
thought to be schizophrenic. Thus, the items defined 
as representative in this study cannot be regarded as 
exclusive to schizophrenia on the basis of the evidence 
here alone. To establish diagnostic value, it will be 
necessary to demonstrate that the triad (‘affect’, 
‘passivity feelings’, and ‘auditory hallucinations’) 
is found in sufficient numbers with other samples 
of schizophrenic patients and is not found with other 
diagnoses. If it is found with other diagnoses, the 
numbers of cases should be small, and a method 
for preventing confusion should be available. 
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Comparisons with other samples are required if the 
triad is to be used for diagnostic purposes. However, 
the triad is of interest for several reasons. 

First, it is based only on three criterion symptoms, 
which are easy to assess in clinical settings, have 
satisfactory inter-rater reliability, and are clinically 
encountered with a sufficient frequency. This 
parsimony compares favourably with most current 
major systems. Of 13 systems reviewed in Landmark’s 
(1982) diagnostic manual, all use at least four criteria. 
While one item, ‘affect’, is not identical in both 
investigations, the triad represents somewhat similar 
items in the IPSS. 

Second, the triad has. been shown, by means of 
correlational statistics, to be a better potential 
predictor of outcome of fluphenazine therapy of 
schizophrenic patients than any other of the 13 
systems listed in Landmark’s (1982) manual (cf. 
Landmark et al, 19875). 

Third, the triad well represents the concept of 
schizophrenia, or rather the various diagnostic 
conceptions. As shown, with correlational techniques, 
only Yusin’s diagnostic system can rival the triad in 
this respect. The triad’s parsimony and ease of 
clinical application, and its close relationship to the 
consensual concept of schizophrenia contrast with 
its weaknesses. Those are its cross-sectional nature 
(lack of a time dimension) and the current absence 
of data on its use in other settings by other research 
teams, or by ourselves on other samples, both with 
schizophrenia and with other diagnoses. 

The triad’s relationships to other contemporary 
leading systems for diagnosing schizophrenia (see 
Table IIT) need special attention. When these are 
divided into the cross-sectional and longitudinal, it 
becomes obvious that while there are no marked 
differences in its relationships to the longitudinal 
systems (all are in the middle range of the correlation 
coefficients), there are considerable contrasts in those 
involving the cross-sectional systems. Their presence 
at the two extreme ends indicates that the triad is 
most similar to those cross-sectional systems which 
emphasise various aspects of hallucinatory experi- 
ences, that is, to Schneiderian criteria or systems 
proposed by Willis & Bannister and by Yusin. The 
triad is least similar to those cross-sectional systems 
that discard ‘hallucinations’ as being only a secondary, 
non-essential symptom, namely to E. Bleuler’s 
systems with the cut-off 3 of 4 or 4 of 4, and the 
system proposed by Newmark. This contrast is not 
surprising because, while all 13 systems discussed by 
Landmark (1982) were found to be significantly 
correlated (in the expected direction), the only 
exception to this was the lack of relationships of 
Schneiderian criteria to those of E. Bleuler (Landmark 
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et al, 1986). The two can be seen as opposite poles of 
the dimension provided by the relative emphasis on 
hallucinatory experiences as a diagnostic marker. This 
marker deserves attention, since of a very wide spec- 
trum of schizophrenic symptoms, the hallucinatory 
and delusional experiences were those most important 
as potential predictors of outcomes in fluphenazine 
treatment (Landmark et al, 1987b). Bleulerian criteria 
were relatively unrelated to treatment outcome. In this 
sense, the triad’s closer relationship to the Schneiderian 
than to Bleulerian criteria might be an asset. 

As explained earlier, our definition of ‘affect’ was 
based on Landmark's (1982) manual and did not com- 
pletely overlap with its counterpart as defined in the 
IPSS. It would be beneficial to experiment, in studies of 
outcomes of fluphenazine treatment, with various 
definitions of disturbances of affect (combinations of 
flatness, apathy, and inappropriate or incongruous 
affect) as a part of the triad. This could have a signi- 
ficant effect on its efficacy as the predictor of outcomes. 

The diversity of diagnostic criteria still used in 
research, in addition to DSM-III, might Ee upsetting 
to those with a primary concern for simple diagnostic 
rules. While the triad might be another addition to the 
already bewildering array of systems, it also provides 
a hope for improving our ability to identify patients 
who would most benefit from specific treatments, 
and it is both reliable and parsimonious. To date, 
it has shown some concurrent validity, by virtue of 
its correspondence with different diagnostic systems. 
In the IPSS, it also has a degree of predictive validity. 
However, more evidence on specificity is needed. 
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CHRONIC BENZODIAZEPINE DEPENDENCE 


All patients taking benzodiazepines other than diazepam 
were changed to diazepam before entering the trial. 
Equivalent doses were estimated and then adjusted 

~ according to clinical need. The study for each patient 
proceeded only when symptoms had stabilised on two 
successive assessments following this change. Patients were 
asked to destroy old unused tablets, and GPs to refrain from 
prescribing psychotropics during the study. 

Patient, investigator, and pharmacist all remained blind 
to treatment by the use'of a coded prescribing/dispensing 
system. There were no changes in appearance or number 
of tablets for any patients throughout the study. 

At the first recorded visit (week —3) and a week later 
(week — 2) baseline assessments were made. At week —2 
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the tablets were changed to the trial format (i.e. active 
diazepam plus propranolol placebo). At this point patients 
wererandomly allocated to one of two treatment groups, one 
to betreated by slow withdrawal (SW) and the other by abrupt 
withdrawal under propranolol cover (PW). Visits then took 
place at fortnightly intervals for the next 16 weeks, with 
withdrawal starting at week 0. At week 0 in the PW group, 
diazepam was replaced by diazepam placebo and propranolol 
placebo by active propranolo! (40 mg t.d.s.). The SW group 
had active diazepam replaced by diazepam placebo in a 
stepwise manner from week 0 to week 10, while propranolol 
placebo was continued throughout. [n both groups, active 
drugs were stopped at week 10 and placebo stopped at week 
12. No other medication was allowed during the trial. 


TABLE I 
Baseline characteristics of the sample 





r Age: years (means) 

Females 

Males 

Social class 
I, II 
III 
IV, V 

Marital status 
married 
single 
widowed/separated/divorced 

Ethnic background 
white British/Irish 
other 

Past psychiatric history 
neurosis other than anxiety or depression 
depression 
antisocial behaviour ) 
illicit drug abuse 


~ Use of benzodiazepines 
Duration: years (means) 
No. of previous attempts at withdrawal (means) 
Starting dose of diazepam: mg/day (means) 


Baseline assessments (means of weeks —3 and —2) 
Hamilton anxiety 
visual analogue 
HAD depression 
global severity 
alcohol consumption: g/week 


SW group (n= 16) PW group (nz 15) 





41.5 (14.0) 444 (12.3) 

10 12 

6 3 

3 3 

6 4 

7 8 

7 i 

5 

4 

14 13 

2 2 

4 3 

0 2 

1 1 

2 1 
7.3 (6.0) 1.3 (7.4) 
22 (2.5) L5 (1.4) 
19.1 (8.5) 20.9 (8.0) 

10 8 

5 4 

1 2 

0 3 

1 1 

1 0 

1 0 

0 1 
14.4 (4.8) 18.5 (3.3) 
60.7 (16.5) 40.9 (16.6) 
5.3 (2.8) 8.6 (3.5) 
3.6 (1.0) 43 (0.6) 
44.4 (36.6) 14.3. (30.4) 





Standard deviations are shown in parentheses where appropriate. 
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During the study patients received general support and 
advice from the researchers, but they were given no specific 
psychological, behavioural, or cognitive therapy. 

At each visit assessments on the following scales were 
carried out: 


(a) Hamilton Rating Scale for Anxiety (Hamilton, 1959) 

(b) Hospital Anxiety and Depression (HAD) scale 
(Zigmond & Snaith, 1983) 

(c) a visual analogue scale of tbe three worst symptoms 
which originally led to taking anti-anxiety drugs 

(d) a withdrawal symptom check-list (defined as a 
symptom either appearing or significantly worsening 
during the withdrawal phase, disappearing or 
returning to its original level before the end of the 
study, and having no other apparent cause) 

(e) a global assessment of severity of illness (Kearns et 
al, 1982) 

(f) a quantitative record of other substances used 
including alcohol, nicotine and caffeine 

(g) pulse rate and blood pressure. 


All measures were rated with respect to the preceding two 
weeks. All unused tablets were surrendered before allocation 
to the withdrawal groups, and compliance was monitored 
by measuring plasma drug levels at weeks 0, 4, 8, and 12. 
Patients were followed up by the researchers and the 
ratings were repeated six months after the start of 
withdrawal. 


Drop-outs 


Patients unable to tolerate withdrawal dropped out of the 
study, with no further data collected, and were returned 
to the care of their GP with advice given on future 
management. 


Statistics 


The means and distribution of scores for each assessment 
were tabulated and plotted over time for each of the two 
treatment groups (means of all the three visual analogue 
scales were used in the analyses). Within-group differences 
were analysed using Fisher’s least significant difference test 
(Miller, 1981), with an a level of 0.05. 

A logistic regression was carried out with a dependent 
indicator variable corresponding to whether or not the 
patient dropped out of the trial because of withdrawal 
symptoms. The variables considered were age, sex, 
social class, length of time on benzodiazepines, original 
benzodiazepine, number of previous attempts at with- 
drawal, baseline alcohol and cigarette consumption, 
and baseline scores on each scale. 


Results 


Of the 34 patients entering the study, three dropped out 
before being randomly allocated to the withdrawal 
groups and were excluded from the analysis. There were 
15 patients in the PW group and 16 in the SW g-oup. Their 
characteristics are shown in Table I. 
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Despite the random allocation, patients in the PW group 
had higher baseline scores 6n all symptom scales than did 
the SW group. However, this difference was considerably 
reduced by week 0. - 

Patients in both groups were chronically and severely 
dependent, with a mean time on benzodiazepines of over 
nine years for the sample as a whole, and each patient 
having made one or more previous attempts to withdraw 
from benzodiazepines. About half those entering the study 
were successfully withdrawn from diazepam, but these were 
unevenly spread between the two groups: 11 out of 16 in 
the SW group were successful, compared with only 4 out 
of 15 in the PW group (difference 42.1%, 95% confidence 
interval 7.7-74.6%, x? test, 1 d.f., P=0.019). 

Only two patients dropped out of the SW group because 
of withdrawal symptoms; the others did so before the 
withdrawal phase because of anticipatory anxiety in two 
cases, and because of unrelated events in the other. All of 
the patients who dropped out of the PW group did so 
because of withdrawal symptoms. Taking both groups 
together, 12 out of the 16 patients who dropped out did : 
so within four weeks of withdrawal. All subjects who 
completed the withdrawal remained drug free at six-month 
follow-up. 

Eleven of the SW group suffered withdrawal symptoms, 
which were mostly mild, while 14 of the PW group suffered 
such symptoms, ranging in intensity from mild to severe. 
None of our patients had bizarre perceptual distur- 
bances, convulsive seizures, or psychotic symptoms during 
withdrawal. Withdrawal symptoms suffered included: 
anxiety (psychic and physical manifestations) (12 patients), 
sleep loss (9), depression (8), restlessness (4), headache (4), 
nausea (3), aches and pains (3), irritability (2), emotional 
lability (2), and paraesthesia (2). 

The rating scales all showed the same picture when the 
means for each group were plotted (Fig. 1). From weeks 
—3 and —2to weck 0 both groups showed an improvement 
in all symptoms and the graphs converge. À temporary but 
significant (P< 0.05) worsening on all the symptom scales 
occurred between week 0 and week 2 in the PW group . 
(Table II), but not in the SW group. By week 14 (and at 
six-month follow-up) both groups had improved on all 
scales compared with baseline, although this trend reached 
significance only in the Hamilton anxiety and global severity 
scales of the SW group (mean changes: 4.7, 1.5 respectively; 
lower 95% confidence limits: 2.7, 0.6; upper 95% limits: 
6.7, 2.5 respectively). 

The figures after week 4 in the PW group should be 
interpreted with caution owing to the high drop-out rate. 
When the mean changes in each scale between baseline and 
week 2 were compared, the PW group showed larger mean 
changes on all measures, although this difference between 
the groups only reached significance (P « 0.05) in the case 
of the Hamilton anxiety scale (mean difference: 6.0; lower 
95% confidence limit: 0.99, upper 95% limit: 11.07). When 
data from only those who successfully completed the 
withdrawal phase were analysed, the differences between ~ 
the groups disappeared. However, the non-significant trend 
toward improvement from the start to the end of the 
trial in the whole sample remained. The only signi- 
ficant changes (P<0.05) between weeks 12 and 14 
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TABLE II 
PW group — changes in rating scales from week 0 to week 2 





Mean s.e. Lower Upper 
differ- mean 95% 95% 
ence limit limit 
Hamilton —8.00 2.469 —13.3 —2.7 
anxiety 
Visual 21.93 8.472 3.8 40.0 
analogue 
HAD —2.21 1.034 —4.4 0.0 
depression 
Global —1.80 0.490 —2.8 —0.8 
severity 


(between taking placebo only and taking no :ablets) were 
improvements in anxiety and global severity ratings in the 
SW group. No significant change 1n any measure occurred 
between week 14 and six-month follow-up in either group. 

An analysis of variance for the period week 2 to week 
12 (the withdrawal period) showed no significant linear or 
quadratic time trends for either group. 

No significant changes in alcohol or cigarette con- 
sumption occurred in either group. Proprarolol did not 
cause a clinically significant fall in blood pressure in any 
patient. The plasma diazepam and desmethyldiazepam 
estimations confirmed that compliance with the treatment 
regimen was good in both groups. 

Age, baseline anxiety score, and treatment group (SW 
v. PW) each had individually significant effects (P « 0.05) 
on the probability of successful withdrawal. Although 
treatment group and baseline anxiety level were not entirely 
independent because of an imbalance in matching, 
the relationship between outcome and treatment group 
remained significant (P « 0.05) after controlling for baseline 
anxiety. That is, the difference ın outcome between the 
groups was not entirely accounted for by the variation in 
baseline anxiety states — there was a treatment group effect 
in addition. 


Discussion 


While recognising the differences between the two 
groups at baseline, it seems that, even in this 
chronically and severely dependent sample, slow 
withdrawal over ten weeks was successful in 
the majority of cases and led to relatively mild 
withdrawal symptoms. Abrupt withdrawal, even 
under the cover of propranolol, led to more severe 
symptoms and a lower success rate. The withdrawal 
syndrome lasted between four and six weeks and 
consisted mainly of an increase in anxiety, which in 
many cases was sufficiently severe to caüse failure 
to continue with the withdrawal process. The differ- 
ences between the groups disappeared when the 
withdrawal symptoms of only those who were 
successfully withdrawn were analysed. 
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Our results throw some doubt on the role of 
propranolol in benzodiazepine withdrawal. Slow 
withdrawal was successful in most cases while 
propranolol alone did not lead to any great measure 
of success in effecting withdrawal. Whether pro- 
pranolol in combination with slow withdrawal may 
be useful is beyond the scope of our study. 

There was no evidence from our findings that 
**prolonging the agony” led to treatment failure after 
the first few weeks, while those who succeeded in 
withdrawing stayed drug free for at least six months. 
We therefore advocate a slow, though flexible, 
withdrawal regime (lasting months) for most patients 
undergoing this process. 

Around 80% of our sample suffered withdrawal 
symptoms of some kind. This is a higher figure than 
found in most previous studies (Owen & Tyrer, 
1983), and probably reflects the severity of depen- 
dence in our patients, who had all previously 
tried unsuccessfully to withdraw from their drugs. 

Our results support the work of Ashton (1984), 
who suggested that the most anxious patients are 
more difficult to withdraw from benzodiazepines. 
In these patients specific treatment of the underlying 
anxiety using behavioural or other non-pharmaco- 
logical techniques before withdrawal could be 
helpful. 

Contrary to expectation, in our sample older 
patients were more often successful in withdrawing 
from benzodiazepines than younger ones. A possible 
explanation for this is that an older liver metabolises 
diazepam more slowly than a younger one (Klotz et 
al, 1975), thereby producing a more gradual removal 
of the benzodiazepine and its active metabolites from 
the body. Any inference from this finding must be 
tentative, but future research should re-examine the 
prevalent assumption that older patients invariably 
suffer more difficulties during withdrawal. 

Those who were successfully withdrawn in our 
study were no worse, and may even have been better, 
on every measure when off their benzodiazepines 
than they were at baseline. This could be due to relief 
from unwanted effects or the result of non-specific 
counselling. Such counselling can be carried out 
easily in general practice without taking up much 
time, and could be helpful before withdrawal, as 
many patients are worried that they will suffer a long- 
term worsening of symptoms when deprived of their 
drug. The successful withdrawal of many of our 
patients with the help of non-specific counselling 
questions the assumption that all benzodiazepine- 
dependent patients need more sophisticated and time- 
consuming psychological treatment. We believe that 
all doctors can help most of their patients to 
become free of benzodiazepines by the use of 
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simple support and advice, alongside gradual 
withdrawal. 
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Prophylactic Use of Anticholinergics in Patients on 
Long-Term Neuroleptic Treatment 
A Consensus Statement 


WORLD HEALTH ORGANIZATION HEADS OF CENTRES COLLABORATING IN 
WHO CO-ORDINATED STUDIES ON BIOLOGICAL ASPECTS OF MENTAL ILLNESS* 


The heads of centres collaborating with the WHO 
in biological research on mental disorders decided 
to develop a series of consensus statements on key 
issues in biological research and treatment of 
psychiatric problems. The statement on prophylactic 
use of anticholinergics in patients on neuroleptic 
treatment is the second of the proposed series. 


Anticholinergics (that is, agents which antagonise the 
action of acetylcholine at muscarinic receptor sites) 
are not only commonly used for the treatment of 
early neuroleptic-induced extrapyramidal side-effects 
(Parkinsonism, dystonia), but are also some-times 
administered from the onset of antipsychotic 
therapy, with the aim of preventing the occurrence 
of such effects. 

The prophylactic use of anticholinergics has been 
claimed to be particularly useful in order: (a) to 
avoid the appearance of neurological manifes- 
tations (such as akinesia and akathisia) which 
may mimic psychopathological symptoms and, 
therefore, may lead to an inappropriate increase of 
the neuroleptic dosage; and (b) to improve the 
patient’s compliance, since patients who experience 
neurological adverse reactions are more prone to 
become non-compliant. 

Nevertheless, several arguments against the pre- 
scription of anti-Parkinsonian preventive medication 
can be advanced. (a) The long-term use of anti- 
cholinergics may predispose to tardive dyskinesia (in 
fact, the administration of these agents exacerbates 
the syndrome in affected patients and has been used 
as an aid to its early detection). (b) Anticholinergic 
medication may induce autonomic side-effects, 





which may be sometimes serious (urinary retention, 
paralytic ileus). (c) The long-term use of anti- 
cholinergics is likely to affect memory functions, 
thus further compromising the already impaired 
cognitive performance of schizophrenic patients. 
(d) It has been suggested that anticholinergics may 
contribute to the development of hyperthermic ` 
episodes, some of which may be fatal. (e) The 
consumption of an excessive dose of anticholinergics 
may produce an acute toxic state, with agitation, 
disorientation in time and space, delusions and 
hallucinations. (f) In some cases, anticholinergics 
may be abused as euphoriants, so that their 
discontinuation may be difficult. (g) There are some 
indications that anticholinergics can decrease the 
therapeutic activity of neuroleptics, although early 
reports of pharmacokinetic interactions between the 
two classes of drugs have not been confirmed by 
more recent studies. (h) Many patients on 
antipsychotic therapy do not develop Parkinsonism, 
so that anti-Parkinsonian preventive treatment is 
sometimes useless. 

On the basis of these considerations, the prophy- 


lactic use of anticholinergics in patients on neuro- ~~ 


leptic treatment is not recommended, and may be 
justified only early in treatment (after which it 
should be discontinued and its need should be 
re-evaluated). As a rule, these compounds should 
be used only when Parkinsonism has actually 
developed, and when other measures, such as 
the reduction of neuroleptic dosage or the sub- 
stitution of the administered drug by another 
less prone to induce Parkinsonism, have proven 
ineffective. 





*N. Bohacek (Yugoslavia), T. Bolwig (Denmark), V. E. Bunney (USA), A. J. Coppen (UK), M. Gastpar (FRG), P. Kielholz (Switzerland), 


T. Kojima (Japan), H. Hippius (FRG), J. Merdlewicz (Belgium), D. Kemal (Italy), M Maj (Italy), D. Moussaoui (Morocco), __ 
N. P. V. Narr (Canada), W. Poldinger (Switzerland), S. Potkin (USA), G. Racagni (Italy), J. Ramon de la Fuente (Mexico), N. Sartorius - 


(Switzerland), B. B. Sethi (India), Shen Yu-Cun (China), C. Stefanis (Greece), R. Takahashi (Japan), M. E. Vartanian (USSR), 


W. M. A. Verhoeven (Netherlands), I Yamashita (Japan). 
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Comment on the WHO Consensus Statement 
T. R. E. BARNES 


Since the 1960s, it has been argued consistently 
that anticholinergic agents are overprescribed in 
patients receiving long-term antipsychotic medication 
(Morpurgo, 1965; DiMascio & Demirgian, 1970; 
Klett et al, 1972; Rifkin et al, 1978). Nevertheless, 
in many cases anticholinergic drugs are still routinely 
administered when antipsychotic medication is 
begun, and then maintained indefinitely. Thus, 
this WHO statement, reviewing both the adverse 
consequences and potential benefits of the use of 
anticholinergics in psychiatry, is to be welcomed. 
However, presenting itself as a relatively brief policy 
statement regarding the clinical prescription of 
anticholinergic agents, it is so compressed that it is 
only able to hint at a number of issues relevant to 
the risk:benefit ratio for these drugs, and it is this 
that I would like to expand upon. 

For example, the statement does not specifically 
mention the potential short-term prophylactic value 
of these drugs for acute dystonia. This is a 
painful and distressing side-effect of antipsychotic 
drugs, particularly the high-potency drugs, usually 
occurring within a few days of starting treatment. 
Young males are most at risk. Short-term pro- 
phylaxis with anticholinergic medication is likely 
to be effective and is particularly indicated where 
there is a previous history of drug-induced dystonia 
(Keepers et al, 1983; Winslow et al, 1986; Sramek 
et al, 1986). Further, the statement suggests that 
short-term prophylactic treatment is particularly 
useful to avoid the development of akathisia. 
However, anticholinergic treatment in this condition 
has an uncertain reputation (Braude ef al, 1983) and 
beta-adrenoceptor blockers such as propranolol are 
probably more effective in the majority of cases 
(Adler et al, 1989). 

With regard to drug-induced Parkinsonism, the 
statement notes that anticholinergics should be used 
as a treatment only, if **other measures, such as the 
reduction of neuroleptic dosage or the substitution 
of the administered drug by another less prone to 
induce Parkinsonism, have proven ineffective". While 
manipulation of the antipsychotic dose can be a 
practical and effective clinical measure (Johnson, 
- 1977), changing an antipsychotic drug cannot be 

employed as a systematic strategy, as the relative 
liability for Parkinsonism of the various anti- 
psychotic drugs available cannot be confidently 
predicted. The statement also suggests that when 
antipsychotic treatment is started the addition 


of anticholinergic agents is indicated only if 
Parkinsonism develops. The anticholinergics should 
then be stopped later to allow the need for continued 
use to be assessed. These treatment recommendations 
are similar to others in the literature (Klett et al, 1972; 
McClelland er al, 1974; Pullen ef al, 1984) which 
suggest withdrawal of the anticholinergic drugs after 
three months, as drug-induced Parkinsonism tends 
to improve spontaneously over this time despite 
continued antipsychotic medication. Pullen et al 
(1984) added that if long-term anticholinergic 
treatment for Parkinsonism is indicated in patients 
on regular depot antipsychotic medication, it may 
be possible to limit the administration of the 
anticholinergic to 7 to 10 days after the injection. 

This consensus statement from the WHO mainly 
serves as a warning of the various hazards and side- 
effects of anticholinergic drugs, although some of 
those listed, such as the contribution to hyperthermic 
episodes and the antagonism of the therapeutic 
effects of antipsychotics, are relatively uncertain. The 
conclusion is that the prophylactic use of these drugs 
is not recommended. Although there is little 
distinction between prophylactic and routine or 
indefinite administration in the statement, it is clear 
that the authors see little justification for long-term 
treatment with anticholinergics. However, if the 
arguments for and against the chronic administration 
of anticholinergics are based on the findings of 
studies of anticholinergic withdrawal the issue 
seems to be far from resolved. In such studies, 
the proportion of patients receiving antipsychotic 
medication who experience relapse of Parkinsonism 
varies widely, from 68% (Manos et al, 1981) to 4% 
(McClelland et al, 1974). In general, investigators 
who have reported the reappearance of moderate to 
severe Parkinsonism in a high proportion of those 
patients withdrawn from anticholinergics, such as 
Manos et al (1981), Rifkin et al (1978), and Caroli 
et al (1975), have considered that the risk:benefit ratio 
is balanced in favour of continuing anticholinergic 
treatment, while those investigators finding a relatively 
low recurrence of Parkinsonian symptoms, such as 
Orlov et al (1971), Klett et al (1972), McClelland et al 
(1974), and Perenyi et al (1983), have concluded that 
the long-term administration of these drugs is 
unnecessary for the majority of patients. 

One of the possible disadvantages of long- 
term anti-Parkinsonian treatment mentioned in 
the statement is that it may predispose to the 
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development of tardive dyskinesia. It is a common- 
place clinical observation that the addition of 
anticholinergic medication exacerbates existing 
tardive dyskinesia and that stopping anticholinergics 
usually improves the condition, and this is supported 
by experimental and clinical evidence (Klawans & 
Rubovits, 1974; Greil et al, 1984; Kane & Smith, 
1982). However, recent reviews (Gardos & Cole, 
1983; Yassa, 1988) of the evidence for long-term 
anticholinergic drug administration acting as a 
risk factor for tardive dyskinesia have found no 
convincing support for this idea. One possible 
explanation for this suspected association is that it 
is an epiphenomenon. Patients on antipsychotic 
medication who develop tardive dyskinesia may also 
have been susceptible to the development of 
Parkinsonism early in treatment (Crane, 1972; 
Chouinard et al, 1979; Kane et al, 1984) and thus 
more likely to have received anticholinergic drugs. 
The statement refers briefly to the danger of 
an acute toxic state with excessive dosage of 
anticholinergics. However, toxic reactions to thera- 
peutic doses may also be due to individual sensitivity, 
with an increased risk in the elderly. Toxic symptoms 
such as paranoid ideas and hallucinations may be 
of short duration and not recognised as being drug 
induced in psychiatric patients (Macvicar, 1977; 
Crawshaw & Mullen, 1984; Fisch, 1987). Such 
patients, particularly those with schizophrenia, may 
be prone to the abuse of these drugs in relatively 
small, often therapeutic doses in order to produce 
euphoria and increased sociability (Marriott, 1976; 
Smith, 1980). This might represent an attempt at self- 
medication to overcome dysphoria (Pullen et al, 1984; 
Fisch, 1987; Siris ef al, 1988), although one explanation 
for the positive perception of anticholinergic drugs 
by patients may be that they relieve the discomforting 
experience of bradykinesia or akathisia associated 
with antipsychotic medication (Johnson, 1981). 
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Points of View 


Unsound Methodology in Investigating a 
Pseudoautosomal Locus in Schizophrenia 


DAVID CURTIS and HUGH GURLING 


We have reservations about accepting the conclusions 
made by Crow ef al (1989), namely that there is 
evidence that susceptibility to schizophrenia may be 
transmitted by a pseudoautosomal locus. In our view 
the methodology of the study is unsound. Additionally 
the data presented by the authors, when analysed 
correctly, do not support their hypothesis. 

Crow et al have broken one of the most important 
rules of segregation analysis - that the sampling of 
probands and families should not be biased. It is well 
known that schizophrenia is equally common in men 
and women, and yet the American sample studied is 
over 70% male. We have also noticed another bias in 
that there is an excess of maternally derived mixed-sex 
pairs. We can only speculate as to the source of these 
biases, but because both are related to the sex distribu- 
tion of affected cases, the sample is clearly inadequate 
for the analysis carried out: segregation analysis 
requires that the system of ascertainment and hence 
the sample characteristics are not biased with respect 
to the dependent variable, which in this study is the sex 
of individuals suffering from schizophrenia. 

Sturt & Shur (1985) have drawn attention to some 
of the methodological errors that should be avoided 
when attempting to assess whether sex concordance 
for schizophrenia is raised above that which might 
be expected by chance. The principal error which has 
affected previous studies of sex concordance is that 
the proband series were not composed of equal 
numbers of males and females. There is then a 
tendency attributable to chance for there to be an 
increased number of same-sex sibships. In fact some 
of the studies quoted by Crow ef al as being in 
support of sex concordance suffered from this 
problem (see Sturt & Shur, 1985), whereas Sturt and 
Shur's own more carefully conducted study failed 
to show any excess of same-sex sibships. 

The study of Crow et al contains some other 
methodological faults. There may be problems 
associated with using a rather broad and arbitrary 
definition of schizophrenia (hospitalisation and RDC 
or St Louis or CATEGO diagnosis), but the main 
problems are with the lack of a systematic method 
of ascertainment and lack of a rigorous method to 
assign diagnosis to the relatives of the proband 
sibships. This is particularly important because a 


paternal or maternal history of mental illness is one 
of the critical factors of the study. Although these 
methods are not fully described, it is obvious that 
the method of ascertainment used has produced a 
substantial bias, as evidenced by the large excess of 
male over female probands. The authors comment 
on this excess, and it is true that it is possible to 
correct for such an excess in subsequent analyses. 
Nevertheless the reader must remain unaware of 
other ways in which the initial sample may have been 
biased. By far the most cogent criticism of the 
methodology is the way in which diagnosis of 
relatives was performed. To do this it is essential that 
all possible steps are taken to eliminate bias in 
deciding on the source of the illness by using blind 
assessors, operationalised diagnostic techniques, and 
systematic investigation of all family members. In 
fact none of these techniques was used, and the 
authors say only that diagnosis was assigned to 
relatives by interview with multiple informants, and 
they omit to inform us of the diagnostic framework 
used (although it seems that this was possibly 
ICD-9). 

We think also that inappropriate methods of 
analysis have been applied to the data, and that, 
correctly analysed, the data provide no support for 
the pseudoautosomal hypothesis. The pseudoauto- 
somal hypothesis makes three predictions: 


(8) in paternally derived families there will be an 
excess of same-sex sibships 

(b) in maternally derived families the number of 
same-sex sibships will be that expected by 
chance 

(c) taking all sibships together (which will comprise 
a mixture of paternally and maternally derived 
sibships, perhaps additionally with sporadic 
and autosomal cases) there will still be an 
overall excess of sex-concordant sibships. 


In order to test their theory, Crow et al have 
mistakenly conflated the first two hypotheses and 
performed Fisher's exact tests to examine the 
following hypothesis: 

There will be relatively more sex-concordant sibships in 


paternally derived families, and relatively more mixed- 
sex sibships in maternally derived families. 
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TABLE I 
Observed! and expected? concordance in same-sex and mixed-sex sibships 


Parental derivation by classification of family history 





Hierarchical 
Paternal Maternal 
Same-sex pairs 
observed 17 12 
expected 13.7 18.0 
Mixed-sex pairs 
observed 7 23 
expected 10.3 17.0 
Significance (one-tailed 
binomial test) NS P<0.05 


The tests performed do significantly favour this hypo- 
thesis over the null hypothesis, but examination of the 
raw data shows that the main reason for this is that 
(especially after taking into account the large number 
of male cases) there is an excess of mixed-sex sibships 
in the maternally derived families (Table I). Using one 
method of determining parental derivation (the hier- 
archical method), this excess is significant at P<0.05, 
and with the other two methods P<0.1. This excess 
of mixed-sex sibships is in no way consistent with 
the pseudoautosomal hypothesis, and it is incorrect 
to use it in the Fisher’s test to support this hypothesis. 

Because the pseudoautosomal hypothesis makes 
the same prediction for the maternally derived 
families about the proportions of same-sex and 
mixed-sex sibships as does the null hypothesis, these 
families should be omitted from consideration. 
Instead, the paternally derived sibships should be 
studied alone, and the deviation of the observed 
proportion of sex-concordant sibships from expected 
can be tested as a binomial probability, taking into 


Unilateral Closest relative All subjects 
Paternal Maternal Paternal Maternal 
15 12 22 16 63 
12.0 16.6 18.0 21.3 62.6 
5 20 li 25 57 
8.0 15.4 15.0 19.7 57.4 
NS P« 0.08 NS P«0.07 NS 


account the excess of male cases. When this is done 
there is no significant excess of sex-concordant pairs. 
Additionally, all the sibships can be pooled and an 
excess of sex-concordant pairs tested for (see point (c), 
above). There is no overall excess of sex-concordant ~ 
sibships. When Sturt & Shur (1985) studied a 
systematically ascertained series of sibships, avoiding 
the methodological errors they enumerated, they also 
found no overall excess of sex-concordant sibships. 

We believe that the hypothesis of pseudoauto- 
somal transmission is, a priori, unlikely, and that the 
study of Crow et al does not provide appreciable 
support for it. 
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In Reply . . . A Locus Closer to the Telomere? 


T. J. CROW, L. E. DELISI and E. C. JOHNSTONE 


Curtis & Gurling quote with approval Sturt & 
Shur's (1985) critique of same-sex concordance 
with the implication that the phenomenon has been 


explained as ascertainment bias. While some of Sturt 
& Shur's points are valid, we note that these are 
not relevant to those series of dizygotic (DZ) twins 
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that, by including both concordant and discordant 
pairs, controlled for sampling bias. In these series 
a same-sex excess in concordant pairs is present and 
substantial (Table II of our paper (Crow et al, 1989)). 
With respect to studies of siblings, we doubt that 
Sturt & Shur's own series, while collected with 
exemplary methodological rigour, can be regarded 
as a significant contribution in view of the sample 
size (six male and seven female probands). In the earlier 
literature a number of findings cannot be explained on 
the basis that an excess of one sex has been included: 


(a) From a consecutively admitted series of 367 
male and 293 female probands (excess of 
males) Schulz (1932) identified 37 brother- 
brother pairs, 38 sister-sister pairs, and 56 
brother-sister pairs. Clearly the preponderance 
of same-sex (75) over opposite-sex (56) pairs 
is not attributable to the excess of males in the 
proband series. 

(b) From a series of 500 male and 500 female 
consecutive admissions with psychosis to the 
Ontario mental hospitals, Penrose (1942) 
identified 47 brother-brother, 61 sister-sister, 
and 69 brother-sister pairs. Again the excess 
of same-sex (108) over opposite-sex (69) pairs 
cannot be explained in terms of a bias toward 
one sex over the other. 

(c) In Tsuang's (1967) series of pairs of siblings 
admitted with any mental disorder over 15 
years there was an overall excess of females 
(78 females to 56 males) corresponding to the 
sex ratio of admissions to the hospital over 
those years. However, among those pairs in 
which both siblings received a diagnosis of 
schizophrenia 13 brother-brother, as compared 
with 6 sister-sister and 9 brother-sister pairs, 
were observed. 


In each of these systematically collected series there 
was an excess of same-sex pairs that is unexplained by 
a preponderance of one sex over the other. We agree 
with Penrose (1942) and Rosenthal (1962) that 
concordance by sex for psychosis is real and requires 
an explanation. 
Curtis & Gurling's main criticisms of our own 
study are that: 
(a) there is no overall excess of same-sex pairs 
(b) the significance of the difference between 
paternally and maternally derived sibships 
arises less from an excess of same-sex sibships 
in paternal families than from an excess of 
mixed-sex sibships in maternal families 
(c) insofar as there is an excess of same-sex 
sibships in the paternally derived families it can 
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be accounted for by the excess of males in our 
series. 


In documenting these points Curtis & Gurling have 
re-analysed the data in Table IV of our paper. 
However, they have overlooked that this table relates 
to sibships and not to sibling pairs. Many of the 
sibships include more than two affected members (see 
Table III in our paper). Since the probability of a 
sibship being of mixed sex is a function of sibship 
size, a more appropriate measure of the ratio of 
same-sex to mixed-sex pairs is a pairwise analysis 
such as is presented in Table V of our paper. 

We have therefore repeated our pairwise analysis, 
including the *weighted-pairs' correction (no. of pairs 
x 2/total affected siblings) of Suarez & van Eerdewegh 
(1984) to allow for the fact that within a multiple sib- 
ship there are more pairs than the number of 
independent events, but modifying our original 
calculation in order to correct for the excess 
of males in our sample by using the binomial expan- 
sion as suggested by Curtis & Gurling. In responding 
to Curtis & Gurling’s criticisms we have accepted their 
assumption that schizophrenia is a disease that affects 
both sexes equally, although we note that Lewine 
(1988) introduces his recent review on gender and 
schizophrenia with the sentence ‘‘The observation 
that schizophrenia (or dementia praecox) is a disorder 
of young adult men has been available for decades"'. 


(a) Is there an overall 
same-sex excess in the series? 


Given an overall sex ratio of 167:100 we calculated 
whether there was an excess of same-sex pairs 
(Table I). There is an overall (48%) excess of same- 
sex (and a deficit of mixed-sex pairs) above that 
predicted (13.4%) by the sex ratio. However, the 
difference is not significant (37 — 2.43, 0.2» P» 0.1). 
The existence of such an excess is obviously 
compatible with the presence of a more substantial 
excess in a subgroup of sibling pairs, for example 
those that have a paternal family history. 

Curtis & Gurling's point (a) therefore is not 
sustained. 


TABLE I 
Concordance by sex in sibling pairs by comparison with 
an expectation based upon the sex ratio in the series as a 





whole 
Observed Expected 
Male-male 62.83 56.07 
Male-female 57.83 67.15 
Female-female 22.66 20.10 
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TABLE II 
Sex ratios of affected siblings in families with a paternal or maternal history as defined by three methods of classifying 
family history of psychiatric illness 














Family history 
Hierarchical Unilateral Closest relative 
Paternal Maternal Paternal Maternal Paternal Maternal 
Male 41 45 41 54 54 
Female 15 33 30 23 37 
TABLE III (167:100) for the sample as a whole indicates that 


x! values for the sex ratio in paternally and maternally 
derived sibships by comparison with the sex ratio in the 
sample as a whole 


Family history classification 





Hierarchical Unilateral Closest 
relative 
Paternal v. all 2.29 2.55 1.50 
Maternal v. all 0.60 0.54 


0.30 





(b) and (c) Is there an excess of same-sex 
pairs in paternal or a deficit in maternal sibships? 


In attempting to answer this question one must be 
aware that the sex ratio differs between paternal 
and maternal sibships as defined by family history 
(Table II). The ratio of males to females is 
greater in the paternal than in the maternal sib- 
ships (2 3.42, 3.52, and 2.11; P«0.1, 0.1, 0.2, 
respectively). A comparison of these ratios with that 


although none of the differences is significant the 
paternal group is more deviant (Table III). 

The explanation of this deviation is unclear, 
although one possibility (male to male, or Y-linked, 
transmission) is considered in the first paragraph of 


our Discussion. Another possibility is that it arises _ 


from some as yet unidentified ascertainment bias. To 
cover these and other possibilities we analyse the sibling 
pairs according to a prediction based upon the sex 
ratio for the sample as a whole (Table IV), contrasting 
same-sex and mixed-sex pairs, and on the sex ratio 
within paternal and maternal subgroups (Table V), 
including a subdivision of same-sex pairs into male- 
male and female-female. By each analysis there is an 
excess of same-sex pairs in the paternally derived sib- 
ships that is clearly significant in the analysis based 
upon thesex ratio in thesample as a whole (Table IV), 
and is present with P values of 0.056 and 0.036 in 
two of the three comparisons in the within-subgroup 
analysis (Table V). By contrast the mixed-sex excess 


TABLE IV 
Pairwise analysis (with weighted-pairs correction) for concordance by sex in paternal and maternal sibships based upon 
the sex ratio (167:100) for the whole sample 











Family history classification Paternal Maternal 
Observed Expected Observed Expected 
Hierarchical 
same-sex 24.66 17 17.66 22.85 
mixed-sex 7.33 15 25.33 20.15 
x 7.37 2.51 
P «0.01 NS 
Unilateral 
same-sex 18.66 12.76 16.33 20.37 
mixed-sex 5.33 11.24 22 17.96 
x 5.84 1.71 
P <0.02 NS 
Closest relative 
same-sex 32.33 23.39 22.66 26.57 
mixed-sex 11.66 20.61 27.33 23.43 
x 7.31 1.23 
P «0.01 NS 
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TABLE V 
Pairwise analysis (with weighted-pairs correction) for concordance based upon sex ratios within paternally and maternally 
derived samples 
Family history classification Paternal Maternal 
Observed Expected Observed Expected 

Hierarchical 
male-male 20.66 17.15 11.66 14.31 
male-female 7.33 12.55 25.33 20.99 
female-female 4.00 2.30 6.00 7.70 
x 3.56 1.75 
P 0.056 NS 

Unilateral 
male-male 15.66 13.49 11.00 12.78 
male-female 5.33 9.00 22.00 18.70 
female-female 3.00 1.50 5.33 6.84 
x 2.39 0.98 
P NS NS 

Closest relative 
male-male 26.33 21.64 15.66 17.60 
male-female 11.66 18.43 27.33 24.12 
female-female 6.00 3.92 7.00 8.26 
x 4.28 0.83 
P 0.036 NS 


x comparisons (d.f. 1) have been made for same-sex v. mixed-sex pairs to avoid the need to apply Yates’ correction: minor errors, 
arising from the use of the weighted-pairs correction, in Table V of the original paper have been rectified. 


in the maternally derived sibships is modest and does 
not approach significance in either analysis. 

In this more appropriate analysis Curtis & 
Gurling's point (b) (that there is a significant excess 
of mixed-sex pairs in the maternally derived sibships) 
is not sustained. With respect to the paternal excess 
(point (c)), the analysis based upon the sex ratio in 
the sample as a whole (Table IV) strongly supports 
our interpretation that there is a same-sex effect that 
is not accounted for by the male preponderance, and 
the findings of the analysis based upon the sex ratio 
within the paternally derived sibships (Table V) 
also support our view rather than that of Curtis & 
Gurling. 

Thus same-sex concordance, the hallmark of 
pseudoautosomal transmission, is present in our 
series as in previous studies. Even when allowance 
is made for the excess of males in our sample, and 
it is assumed that the further excess of males in the 
paternally derived sibships arises from an extraneous 
cause, same-sex concordance is associated with 
paternal transmission, as predicted for a pseudo- 
autosomal gene that includes a component of 
dominance in mode of transmission. 

In an important respect the points raised by Curtis 
& Gurling (and others, e.g. M. J. Mullan, personal 
communication) lead us to modify one of our 
conclusions. We now consider that we have over- 
estimated the size of the same-sex concordance 


in paternal transmission, and therefore that our 
suggestion that the locus is within the proximal third 
of the pseudoautosomal region is too specific. 
Recalculation of the same-sex to mixed-sex ratio in 
paternally transmitted cases to allow for the excess 
of males in these families suggests a figure approxi- 
mating to two rather than three (as given in 
Table V of our paper). A locus closer to the telomere 
should therefore be considered. 

Finally, we draw attention to a recent study 
making use of the p29Cl probe for the telomeric 
locus DXYS14. In an affected sibling pair analysis 
we find that siblings both suffering from schizo- 
phrenia or schizoaffective illness share alleles at this 
locus above chance expectation (Collinge et al, 1989). 
Because the locus is unlinked to sex, the finding 
provides evidence for a pseudoautosomal psychosis 
locus that is unrelated to concordance by sex. The 
findings of the two studies taken together are 
compatible with a locus somewhere in the middle of 
the region: further molecular studies with other 
pseudoautosomal markers are indicated. 
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Hospital Admissions Before and After Shipyard Closure 


MEL BARTLEY and LEONARD FAGIN 


‘To determine the effect of job loss on health an investigation was made of admissions to 
hospitals in 887 men five years before and three years after the closure of a Danish shipyard. The 
control group comprised 441 men from another shipyard. The information on hospital admissions 
was obtained from the Danish national register of patients. The relative risk of admission in the 
control group dropped significantly in terms of the number of men admitted from the study 
group from 1.29 four to five years before closure to 0.74 In the three years after closure This 
was especially true of admissions due to accidents (1.33 to 0.46) and diseases of the digestive 
system (4.63 to 1.03). For diseases of the circulatory system, particularly cardiovascular 
diseases, the relative risk Increased from 0.8 to 1.60, and from 1.0 to 2.6 respectively. 
These changes in risk of Illness after redundancy are probably a consequence of a change 
from the effects of a high nsk work environment to the effects of psychosocial stresses such 
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as job insecurity and unemployment.” 


The summary quoted above is from an article by 
Iversen et al (1989). The present authors were invited 
to comment upon the study. 


Mel Bartley 


Interest in the effect of unemployment on health has 
declined somewhat in the past two years, perhaps not 
surprisingly in view of the ‘bottoming out’ of the 
recession and the fall since 1987 of UK unemployment 
rates. In addition, the work of Moser ef al (1984, 
1987) is held by many to have more or less settled the 
question of whether unemployment increases the risk 
of mortality. However, questions relating unemploy- 
ment to morbidity are complicated by the essentially 
‘social’ nature of illness. It can only be studied as and 
when it is presented and recorded, and studies of the 
‘clinical iceberg’ have repeatedly reminded us of the 
complexity of the decision to seek care and of the path- 
ways by which individuals arrive at medical facilities. 
All these problems are acknowledged by Iversen 
et al in their report of hospital admissions subsequent 
to the closure of the Elsinore shipyard, Denmark, 
in 1983. Many of the difficulties were dealt, with by 
the method of controlled observation: a control 
group of men in steady jobs at another shipyard were 
also studied. Hospital admissions in both groups 
were monitored, using the method developed by 
Beale & Nethercott (1985) in Britain, of contrasting a 
period before there was any question of redundancies 
(the ‘jobs safe’ period), a period when rumours 
were in the air (‘jobs unsafe’), and the final post- 
closure period. In this way, the length of observation 
is extended backwards far enough to observe both 
the study and contro! groups before the onset of the 
hypothetical risk factor or provoking event. 


Iversen et al have therefore made use of the 
advances in method to which clinical research on the 
health effects of unemployment have given rise. Any 
increase in hospital admissions due to possibly 
confounding factors such as secular trends in 
incidence or changes in health policy, e.g. admissions 
procedures, would affect study and control groups 
equally, and not produce spurious results. This 
makes it unlikely that the sharp rise in hospital 
admissions due to circulatory diseases (from 5.7 per 
1000 observation years in 1979-80 to 13.9 in 1986) 
among the Elsinore men was due to unmeasured 
factors present in the working population as a whole. 
Admissions with these diagnoses among the contro! 
group also rose, but only from 5.7 to 7.7, with the 
result that the relative risk to redundant men of being 
admitted with one of these diagnoses in comparison 
to that of the ‘secure’ men rose from 0.8 to 1.6. 
These changes took place against a background of 
a falling admission rate in the study group as a 
whole. 

The authors’ interpretation of this finding is that 
the rise in admissions for circulatory disorders 
demonstrates the effect of stress on men who have 
been made redundant. It is here that readers who 
approve of the study’s methods may find themselves 
less convinced of its interpretation. ‘Stress’ remains 
a nebulous concept in epidemiology. There is little 
agreement on how best to measure it, and in this 
study no attempt is made to do so. The presence of 
stress is inferred rather than demonstrated. 

Doubt is also thrown on the interpretation by the 
data themselves. In the ‘secure’ factory, the overall 
admission rate rose between 1979 and 1986 from 56.2 
per 1000 person-years of observation to 96.5. A large 
part of this rise was accounted for by accidents. 
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In both populations, accidents accounted for a high 
proportion (between a quarter and a third) of all 
admissions during the ‘jobs secure’ years. In 
Elsinore, admissions due to accidents fell sharply 
during both the post-closure period (for obvious 
reasons) and in the ‘jobs insecure’ period (for less 
obvious ones). In the ‘safe’ shipyard, the rate of 
admissions due to accidents rose from 18.5 to 30.2 
during the study period, and the rate for all 
diagnoses from 56.2 to 96.5 per 1000 person-years 
of observation. It does seem necessary to ask whether 
an environment where, although jobs are ‘secure’ 
hospital admissions in the workforce nearly doubled, 
can be considered less stressful than the unemploy- 
ment suffered by the men made redundant. 

This study would have been more informative if 
it had offered more detail on the post-closure 
histories of the Elsinore men. Being made redundant 
is, in many ways, not a ‘typical’ pathway into 
unemployment. The majority of unemployment in 
periods of relative economic stability ralls on the 
shoulders of a relatively small group of people who 
are rendered vulnerable because of the intermittent 
nature of many jobs in the secondary szctor of the 
labour markets of industrialised countries (Stern, 
1979). Mass redundancies, on the cther hand, 
produce a different sort of population, described 
more accurately as ‘redundants’ rather than as 
‘unemployed’. Some of these may well become long- 
term unemployed or only re-enter a secondary labour 
market. Others may, as Cobb & Kasl (1977) and 
Moylan et al (1984) found, end up in jobs which are 
superior to those they lost. The balance of risks and 
opportunities facing redundants depends on two 
factors: the adequacy of unemployment benefits (and 
other forms of income support), and the level of 
demand in the labour market into which they are cast 
adrift. 

There are alternatives to proposing that some 
rather broadly defined form of stress is the reason 
for observed differences in health experience between 
employed and unemployed groups in studies such as 
this one. By 1985, men who had worked at the 
Elsinore shipyard had an average unemployment 
experience of just under two months. Much of what 
was happening to their health may therefore need 
to be understood in terms of the experience of 
re-employment (Bartley, 1988). The study’s authors 
hint at this themselves, but unfortunately carry it no 
further, and to do so would have required collecting 
very different kinds of data, which are not available 
from routine health service statistics. 

This is not to rule out the further testing of 
hypotheses which invoke ‘stress’ as an intervening 
variable in research on the effects of social change 
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on health. Even where benefits are generous, the 
healthy unemployed man seems to be an object of 
stigmatisation in most industrial countries. Several 
studies have presented evidence that the unemployed - 
smoke more than the employed (Cook et al, 1982), 
and this, if further confirmed, might present a 
plausible behavioural link between stressful events 
and increases in circulatory illness. Iversen and 
colleagues’ data may be seen as giving some support 
to such a mechanism, but in the absence of better 
measures and of any account of the post-redundancy 
histories of members of the study group, the case 
must be regarded as not yet proven. 


Leonard Fagin 


Involuntary unemployment is a cruel experience for 
most, but especially so if you like your job. I 
remember interviewing a well-built, young, married : 
blacksmith from Tyneside who had been made ' 
selectively redundant from the dockyards six months 
previously, and whose life was devastated when he 
was asked to leave. Coming as he did from a family 
of blacksmiths and being particularly proud of 
his hard-earned skills, we could literally see the 
transformation in him of self-confidence and 
assuredness, the tendency to withdraw from relatives 
and old mates, the irritability at home, the post- 
ponement of long-term dreams. “I used to walk 
through those gates, and 60 people would say hello,” 
he told us bitterly. 

Six months later, when we visited him and his wife 
again, there was no talk of unemployment. We were 
surprised he hadn't found work. What had happened 
was a diagnosis. By chance, it was discovered he was 
suffering from an inherited form of acromegaly, and . 
was soon to undergo neurosurgery on his enlarged 
pituitary. He was finding this less of a conflict than 
being out of work, healthy, and not able to do much 
about it. ' 

I mention this so as not to lose sight of individual 
dramas behind the statistics discussed in Iversen et 
al’s paper. They present us with interesting data, 
culled from Denmark’s excellent hospital registration 
system, looking at the health outcomes of a large 
cohort of unemployed shipyard workers following 
the closure of the Elsinore yard in 1983. Comparing 
them with workers in a control group who were still 
employed in a yard in another part of the country, 
they found interesting differences in expected 
admission rates and specific diagnoses. 

However, contrary to the authors’ expectations, 
the relative risk of admissions, when age-adjusted, 
dropped significantly in the study group, while the 
rate of admissions in the control group increased over 
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the same period. To put it in more simple terms, 
being at work in a high-risk industry at times of high 
unemployment is much less healthy, at least in terms 
~of hospital admissions and somatic diagnoses, than 
being out of work. I was not surprised by this. 

Recent literature on health and unemployment 
tends to confirm that, in terms of health, joblessness 
is not a dramatic cause of major illnesses. The 
symptoms are usually quieter and more pervasive: 
headaches, sleeplessness, depression, exacerbation of 
chronic dermatological, gastrointestinal, or rheumatic 
conditions, child abuse, separations. These are the 
sort of symptoms likely to be reported to the family 
practitioner or social worker, not to the hospital 
casualty department or hospital specialist (Fagin, 1983). 
Such conditions are more frequent 6 to 18 months 
after involuntary unemployment, and decrease once 
people have resecured jobs or have adjusted to long 

f periods of unemployment. 

Yet if one looks at macrostatistical studies, and 
in particular at those of Brenner (1979), which 
received mixed reviews at the time of publication, 
there is an association between economic downturns 
and a diverse bag of health indices in whole 
populations. The present study appears to support 
mounting evidence which suggests that the effect, 
in health terms, is more significant in employed, 
rather than in unemployed groups, and that is not 
altogether difficult to understand. Even in this study, 
unemployment was higher than average in controls 
in the years after 1983, indicating to those at work 
that their jobs could be at risk of disappearance if 
orders were below expectations. The data that really 
make the point are the increasing number of 
accidents at work in the control group, over the 

~ period of observation. In an industry under siege, 
it would not be surprising for employers to cut 
corners, especially as far as industrial safety is 
concerned. If the management had shed labour, jobs 
in the yard could be made more dangerous, with 
higher expectations made of workers on their rates 
of performance. It is precisely these accidents which, 
according to the authors, make the substantial 
differences in total rates between the groups, but it 
would also have been interesting to report on the 
conditions in the control shipyard, to check why the 
accident rates there had increased so dramatically. 

Another possible contribution to increases in 
admissions in the control group could be the 
reluctance by employed staff to report sick at times 

— when jobs could be at risk. Figures in the UK during 
the period of highest unemployment tended to show 
noticeable decreases in self-reported illnesses. It was 
suggested at the time that this could contribute to 
the late detection of illnesses and, in the long term, 
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to the need for hospital admission, when the 
symptoms leave no other choice but to stop work. 

The opposite seems to be the case, though, with 
the unemployed. Beale & Nethercott (1988) in the 
UK, Kasl et al (1975) in the USA, and Jacobsen 
(1972) in Denmark, among others, have reported 
increases in visits to general practitioners by this 
group for a variety of disorders. It would have been 
interesting to collate these figures for the present 
study, and compare them with the rate of hospital 
admissions. Iversen himself reported similar findings 
in an earlier study of a shipyard closure in 1976 
(Iversen & Klausen, 1981). 

In the breakdown of diagnostic groups, a number 
of points are raised; I already commented on those 
admissions related to accidents and other external 
causes. When those diagnoses usually associated 
with stress, in particular cardiovascular disorders, 
are analysed, the data show some evidence that 
unemployment affects conditions such as hyper- 
tensive disease, ischaemic and symptomatic heart 
disease, and especially acute myocardial infarctions. 
These findings underpin physiological changes 
observed by Kasl & Cobb (1980) in their closure 
studies, where they reported rises in serum uric acid 
and cholesterol levels in their sample, as well as 
increased blood pressure. One can see useful 
preventive strategies arising from this information, 
especially in individuals who are known to be 
prone to cardiovascular problems prior to closures. 
However, the authors remind us that these increases 
in admissions were small, and were not significant 
at the P«0.05 level. Here again, we must remind 
ourselves that stress-induced somatic disorders do not 
necessarily take people into hospital, but this 
evidence points to an association between the 
experience of enforced unemployment and physical 
disease. 

It is to be regretted that the authors were unable 
to record admissions to psychiatric hospitals, but a 
hint at what may have been missed can be seen in the 
numbers of admissions to general hospitals due to 
mental disorders. While comparative numbers were 
small, there was only one admission in the control 
group, compared with 25 in the study group, increasing 
in numbers as unemployment became more protracted. 
Most of these admissions were related to alcohol 
abuse, which perhaps explains their treatment in 
somatic hospitals. While macrostatistical studies have 
reported increases in admissions to psychiatric 
hospitals in periods of high unemployment for 
populations as a whole, the same does not seem to 
be the case for unemployed samples, except for cases 
linked with suicide attempts. I believe that as a single 
contributory factor, unemployment rarely leads to 
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psychiatric admission. What seems to be irrefutable, 
however, is the effect unemployment has on people 
with identifiable psychiatric disorders, alternatively, 
how secure and meaningful employment can reinte- 
grate psychiatric patients and prevent relapse of even 
the most chronic conditions. 

This study must be included in the increasing 
number of reports which bridge case history accounts 
of the deleterious effects of unemployment on the 
one hand and macrostatistical studies of total 
populations, correlating economic data and health 
indices, on the other. Closures are important 
sociomedical events which warrant thorough investi- 
gation, and they must be put alongside other, more 
dramatic incidents which usually grab the headlines. 
But this investigation tells us more about employment 
in a hazardous industry at times of economic 
uncertainty than about unemployment. Perhaps that 
may be some consolation for my hapless friend from 
Tyneside. 
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Brief Reports 


Single-Photon Emission Computerised Tomography (SPECT) in Schizophrenia 


KEITH HAWTON, BASIL SHEPSTONE, NIGEL SOPER and LAWRIE REZNEK 


SPECT studies were carried out on three occasions In a woman with schizophrenia. Marked 
'hypofrontality' was demonstrated during an acute phase of illness. A study during remission 
was within normal limits, but sorne return of the original defect was noted In a subsequent 
relapse. These findings parallel those found in PET studies of schizophrenia. 


There has recently been a marked increase in the use 
of radiotracers that are able to penetrate the blood- 
brain barrier and provide estimates of regional 
cerebral physiology, including cerebral blood flow, 
glucose metabolism, and oxygen utilisation. 
Cyclotron-produced positron-emitting radionuclides 


f such as carbon, nitrogen, oxygen, and fluorine have 


been particularly useful in this respect in positron 
emission tomography (PET). The most successful 
agent of all appears to be fluorine-18 deoxyglucose. 

There have been several recent reports of PET 
studies on patients with schizophrenia (see Smith & 
Brodie, 1986), although the results are inconsistent. 
The most persistently reported effect is a relative 
decrease in blood flow and metabolism in the frontal 
regions of the brain (‘hypofrontality’). This seems 
characteristic of chronic, rather than acute, schizo- 
phrenia, although hypofrontality has also been 
reported in some patients with affective disorder 
(Buchsbaum ef al, 1984). Neuroleptic treatment 
appears to have little or no effect on hypofrontality 
(Delisi et al, 1985; Wolkin et al, 1985). Other findings 
from PET metabolic studies in schizophrenia include 
relatively higher metabolism in some left hemisphere 
as opposed to right hemisphere regions, especially 
in more severely disturbed patients (Gur ef al, 1987). 

However, the equipment necessary for PET studies 
is financially prohibitive for all but a few privileged 
centres, and so refuge has had to be found in 
computerised, rotating gamma-cameras, and single- 
photon-emitting radionuclides such as iodine-123 and 
technetium-99m, leading to a technique known as 
single-photon emission computerised tomography 
(SPECT). Radiopharmaceuticals that have been 
most successful in this regard include iodine-123 
iodamphetamine and technetium-99m hexamethyl- 
propyleneamineoxime (HMPAO) (now called exa- 
metazime), but especially the latter because of its 
ability to use the cheap, easily obtainable, and 
safe technetium-99m radionuclide, and its non- 
amphetamine-attached amine (Leonard et al, 1986). 

The normal adult dose of technetium-99m 
exametazime is 350-500 MBq intravenously. The 


complex is rapidly cleared from the blood, and uptake 
in the brain reaches a maximum one minute from the 
injection. Up to 15% of the cerebral activity washes 
out by two minutes and after this there is little loss 
of activity for about 24 hours (other than decay of 
technetium-99m). The received value for the absorbed 
dose to the brain is 2 mSv, which is well within the 
accepted range. Data are accumulated by a rotating 
gamma-camera at 5.6? intervals in a 360° arc (64 angles 
in total), and about a dozen cross-sectional images 
are generated from the base of the skull to the vertex. 
To our knowledge, technetium-99m exametazime 
appearances in schizophrenia have not been described, 
apart from a brief report by Podreka ef al (1987) of 
six ‘paraphrenic’ patients, of whom three showed 
hypofrontality. We report the case of a patient with 
schizophrenia in whom SPECT studies were per- 
formed during a period of acute illness, after 
recovery, and during the subsequent relapse. 


Case report 


A 42-year-old woman was admitted to a psychiatric hospital 
ward complaining of seeing ghosts and hearing voices issuing 
her commands. She believed her neighbour was against her 
and was controlling her actions with special powers. She 
also complained that thoughts were being taken out of her 
head. Her husband reported that since the birth of their 
daughter nine years previously she had increasingly shown 
personal neglect, inability to cope with household duties, and 
social withdrawal. Two years earlier she had been diagnosed 
as having a paranoid disorder, and she took neuroleptics for 
a brief period. There was no family history of schizophrenia. 

On examination, she was dishevelled, agitated, smiling 
incongruously, and obviously hallucinating. She showed 
gross thought disorder, with loosening of associations, 
neologisms, and thought blocking. She frequently com- 
plained of brief loss of sight. Neurological examination was 
normal. She was right handed. A diagnosis of schizophrenia 
was made. 

Treatment was started with chlorpromazine (100 mg 
q.d.s.). After a week on this medication she had a tonic- 
clonic convulsion (having no previous history of epilepsy). 
She was not incontinent, and subsequent neurological 
examination revealed no abnormality. However, an 
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electroencephalogram (EEG) showed occasional small 
amounts of irregular sharp and slow activity in the left 
temporal area. 

A first SPECT scintigram was performed just over a week 
later. The study was carried out because it has become a 
recognised technique for investigating epilepsy (Magistretti 
et al, 1982; Kreiten et al, 1985). She was on the same 
medication and her mental state had shown little improve- 
ment since her admission. She still complained of secing 
ghosts and hearing voices, and continued to zxhibit formal 
thought disorder. A computerised tomography (CT) scan 
performed at this time was normal. 

Four weeks later a second SPECT scintigram was carried 
out. Her medication had been unchanged since the first 
study. At this stage she no longer complained of seeing 
ghosts or hearing voices and was not deluded. Her personal 
hygiene was much improved, and she was socialising on 
the ward. There was now no evidence of formal thought 
disorder. 

She was started on depot medication (flupenthixol 40 mg 
weekly) and the improvement in her mental state was 
sustained for a further four months. However, following 
reduction in her depot medication (to 30 mg weekly) she 
again deteriorated, became depressed, experienced auditory 
hallucinations, and complained of seeing visions. A third 
SPECT scintigram was performed at this stage (medication - 
flupenthixol 30 mg i.m. weekly, procyclidire 5 mg t.d.s., 
chlorpromazine 100 mg nocte). 

The SPECT scintigrams were recorded with an IGE 400T 
Maxicamera. Sections were taken parallel to the radio- 
graphic baseline at 2 cm intervals. A section pillow was used 
to limit head movement and to reproduce conditions from 
one examination to the next. The same dose per kilogram 
of technetium-99m was given on each occasion to within 5%. 


SPECT findings 


As can be seen from the representative cross-section from 
the first SPECT study (Fig. 1a), the expected rim of cortical 
activity was maintained in this patient, but there was a very 
large central frontal area of decreased perfusion, possibly 
entering into the temporo-parietal areas. There also appeared 
to have been some fragmentation of the visual cortex. 
During the second study (Fig. 1b), there was an almost 
complete re-perfusion of the hypofrontal defect. The 
scintigrams from this study appeared to be within normal 





Fig. 1 Cross-sectional SPECT perfusion maps obtained with 
technetium-99m HMPAO, depicting the same ceretral level during: 
(a) first acute phase; (b) remission; and (c) relapse. 


HAWTON ET AL 


limits. The third study (Fig. 1c) indicated that there had 
been some return of the original defect. 


Discussion 


Findings from PET studies are being translated into 
SPECT (Wagner, 1986), initially with iodine-123 
compounds and, more recently, with technetium-99m 
agents such as exametazime. These have been 
demonstrated in a number of studies where the 
SPECT findings have been analogous to those found 
with PET, for example in epilepsy (Holman et al, 
1982; Biersak ef al, 1985; Podreka et al, 1987), 
dementia (Cohen ef al, 1986; Sharp et al, 1986), 
cerebral infarction (Holman et al, 1982; Podreka et 
al, 1987), and psychiatric and extrapyramidal 
disorders (Podreka ef al, 1987). However, as the 
principal agents used for many of the PET studies, 
fluorine-18 deoxyglucose is an index of metabolic 
activity and technetium-99m exametazime is an 
indication of perfusion, and absolute comparisons 
are not strictly compatible physiologically. 

Crawley et al (1986) have used SPECT in the study 
of schizophrenic patients. They looked at the uptake 
of bromine-77 spiperone in the striata of patients and 
controls, and found a statistically significant increase 
in the former compared with the latter. However, 
variations in specific activity of the ligand precluded 
any more positive conclusions. The present study 
appears to be the first recorded instance of the 
‘hypofrontality defect’ obtained with technetium- 
99m exametazime and SPECT in a patient with 
schizophrenia. 

PET studies have suggested that hypofrontality 
tends to persist in spite of treatment (Delisi er al, 
1985; Wolkin et al, 1985). This patient’s history 
suggests that at the time of admission she was 
experiencing an acute episode of schizophrenic illness 
against a background of probably chronic disorder 
(although, in view of the abnormal EEG finding, a 
schizophreniform disorder of the kind associated 
with temporal lobe epilepsy (Slater et a/, 1963) cannot 
be excluded). It is therefore of interest that there were 
marked differences between the first and second 
SPECT studies, the first being performed when she 
was acutely ill, and the second when she had returned 
to her normal self and there was no overt evidence of 
psychosis. Furthermore, between the two studies her 
medication had remained unchanged. It seems unlikely 
that the hypofrontal pattern and visual cortex 
abnormalities on the first occasion could have been 
due to her recent fit because these are not usual in 
epilepsy, the study was carried out ten days after the 
fit, and the hypofrontal pattern returned in the 
third SPECT study in spite of there having been no 
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further fits. Furthermore, while studies which have 
examined cerebral perfusions in patients with 
temporal lobe epilepsy have often showed hypo- 
perfusion, this has been localised to the area of 
pathology in the temporal lobe (Engel et al, 1982). 
It is of interest that there was an apparent 
abnormality of the visual cortex in the first SPECT 
study, because the patient was complaining of both 
visual hallucinations and, more unusually, of 
frequent brief loss of sight. However, this is difficult 
to interpret because of the well recognised changes 
in the appearance of visual-centre activity with 
different light stimuli. : 
Fluorine-18 deoxyglucose has the advantage ov 

technetium-99m exametazine of assessing cerebral meta- 
bolism rather than perfusion, and there are at present 
more positron-emitting radioligands available for 
studies of dopamine receptors than there are single- 
photon-emitting agents. While one or two centres are 
attempting to exploit these advantages by using cheaper 
forms of positron cameras, such as multi-wire de- 
tectors, and using either fluorine-18 deoxyglucose 
obtained from nearby cyclotrons or other appropriate 
generator-produced positron-emitting tracers, PET 
techniques are nevertheless still largely unavailable 
in the UK. However, computerised rotating gamma- 
cameras are widespread, and there are few centres in 
the UK which do not have access to such a facility. 
While PET studies are leading the field in this type 
of investigation, SPECT studies with technetium-99m 
exametazime may.prove useful in both routine 
clinical and research investigations of schizophrenia. 
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The Psychopathology Instrument for Mentally Retarded Adults 


Internal Consistencies and Relationship to Behaviour Problems 


P. STURMEY and T. LEY 


The Psychopathology Instrument for Mentally Retarded Adults, a recently developed, 
empirically derived measure of psychiatric disturbance for the mentally handicapped, gives 
a total of elght scales which correspond to DSM-III diagnostic categories. This paper reports 
Its psychometric properties In a British population and the psychometric propertles of three 
scales derived by factor analysis. The internal consistencies of the scales were only barely 
acceptable in this sample and less acceptable than in previous studies. 


There is a dearth of psychometricall adequate 
measures of psychiatric disturbance in the mentally 
handicapped population. The Psychopathology 
Instrument for Mentally Retarded Adults (PIMRA; 
Matson et al, 1984; Senatore et al, 1985) is a 56-item 
measure with eight scales (schizophrenic disorders, 
affective disorders, adjustment disorders, anxiety dis- 
orders, inappropriate mental adjustment, somatoform 
disorders, personality disorders, and poo: adjustment) 
which correspond to DSM-III classification. There 
are both self-and other-report versions of the scales. 
Matson et al (1984) and Senatore et al (1985) reported 
that the PIMRA had adequate internal zonsistencies 
(median a=0.85), and test-retest reliabiities (median 
point biserial r — 0.31 at 5 months). However, factor 
analysis revealed three factors: ‘affective’, 'somato- 
form’, and ‘psychosis’. Further, agreement between 
self- and other-report versions of the PIMRA was 
modest (correlations ranging from 0.C1 to 0.30). 

Aman ef al (1986) carried out an independent 
replication study of the PIMRA’s psychometric 
properties. A sample of 160 adults residing in both 
community and institutional settings was assessed. 
Their findings were generally more modest than those 
of Senatore ef al (1985) and Matson 2¢ al (1984). 
They found a mean value of Cronbach’s a of 0.64, 
and, although the median item-whole correlation 
was somewhat higher (r,=0.39), 21 out of 114 
correlations failed to reach statistical significance. 
Similarly, test-retest correlations were again more 
modest, with only three out of eight subscales 
reaching statistical significance. However, their 
factor analysis yielded factor solutions which were 
largely similar to those in original studies. 

Since PIMRA is the only extensively researched 
psychometric measure of psychopathology for this 
population, and yet its adequacy has been questioned, 
further research is warranted. The present in- 
vestigation attempts to replicate previous studies by 
further investigating the item analyses of the PIMRA 


scales in a different population from that reported 
previously, namely, people in a psychiatric/medical 
centre. Also, the relationship of the PIMRA and 
behaviour problems, as measured by the Aberrant ; 
Behaviour Checklist (ABC; Aman & Singh, 1985) is. ' 
reported. The ABC is a well researched and robust 
measure of maladaptive behaviour (Aman ef al, 1985, 
1987). The ABC yields five factor analytically derived 
scales: irritability, lethargy, stereotypic behaviour, 
hyperactivity, and excessive speech. The factor struc- 
ture of the ABC and the high internal consistency of 


TABLE Í 
The internal consistencies of the PIMRA scales and total 
score (number of items in each scale in parentheses) 








Scale Cronbach’s Median (range) 
a point biserlal r 

Schizophrenic disorders 0.534 0.233 

0) (0.115 to 0.504) 
Psychosexual disorders 0.043 — 0.026 

(4) (—0.125 to 0.294) 
Affective disorders 0.091 0.040 

(60 ' (— 0.325 to 0.421) 
Adjustment disorders 0.523 0.298 

(7) (— 0.067 to 0.766) 
Anxiety disorders 0.563 0.369 

(7) (—0.069 to 0.577) 
Inappropriate mental 0.404 0.304 

adjustment (7) (—0.312 to 0.451) 
Somatoform disorders 0.603 0.281 

(6) (0.239 to 0.556) 
Personality disorders 0.509 0.317 

(7) (— 0.028 to 0.523) 
Factor 1: affective 0.693 0.342 

(14) : (—0.273 to 0.613) 
Factor 2: somatoform 0.504 0.331 

(5 (0.070 to 0.624) 
Factor 3: psychosis 0.478 0.419 

(4) (— 0.224 to 0.622) 
Total score 0.847 0.376 

(56) (— 0.323 to 0.054) 
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TABLE II 
Concurrent validity of the PIMRA with the ABC 





Aberrant Behaviour Checklist 








Psychopathology Instrument for I H HI IV y Total 
Mentally Retarded Adults Irritability Lethargy, Stereotypy Hyperactivity Inappropriate ^ score 
social speech 
withdrawal 

Schizophrenic disorders 0.187 0.621** 0.373 0.149 0.508 0.398 
Affective disorders 0.300 0.699* 0.362 0.314 0.467 0.562* 
Psychosexual disorders — 0.291 — 0.200 — 0.218 — 0.132 —0.377 — 0.243 
Adjustment disorders 0.286 0.517* 0.249 0.506* 0.168 0.554* 
Anxiety disorders 0.215 0.470 0:414 0.037 0.429 0.388 
Somatoform disorders 0.351 0.205 0.309 0.212 0.206 0.351 
Personality disorders 0.422 0.639** 0.609** 0.245 0.448 0.580* 
Inappropriate mental adjustment 0.347 0.481 0.590* 0.512* 0.381 0.587* 
Factor I: affective 0.331 0.587* 0.449 0.223 0.569* 0.570* 
Factor II: somatoform 0.456 0.083 0.609** 0.296 0.332 0.510* 
Factor III: psychosis 0.611** 0.580* 0.672** 0.375 0.623** 0.709** 
Total score 0.465 0.726** 0.603** 0.415 0.600** 0.731** 





All correlations are Pearson non-parametric correlations. 
*P«0.01, **P<0.001. 


its subscales have been independently replicated twice 
(Aman ef al, 1986; Newton & Sturmey, 1988). 


Method 


Twenty-four patients in a clinic for mentally handicapped 
adults with psychiatric, behavioural and/or medical 
problems were assessed concurrently on the PIMRA and 
the ABC by the second author. This sample included both 
day and in-patients. Data were unavailable from two 
patients. The informant version of the PIMRA was used 
as not all patients were verbal. The informants for both 
the PIMRA and the ABC were the patients’ key workers, 
except for two patients whose mothers acted as informants. 

The scales were analysed by Cronbach’s æ and the point 
biserial item-whole (minus item) correlations for the eight 
PIMRA subscales, total score, and three factor analytically 
derived scales of the PIMRA (Matson et al, 1984, Table 3). 
Values of Cronbach’s a should normally exceed 0.6, and 
the median point biserial correlation should exceed 0.3. 
Correlations between the PIMRA and ABC scales were also 
calculated. 


Results 


The internal consistencies of the PIMRA scales are 
summarised in Table I. All but two of the PIMRA scales 
have acceptable to modest internal consistency. The 
psychosexual disorders and affective disorders scales had 
inadequate internal consistencies. However, inspection of 
^ the data revealed that this was due to lack of variance on 
these scales. All but one scale had items with low point 
biserial correlations with scale total scores. 

Correlations between the PIMRA and ABC scales are 
shown in Table II. Significance was set at the 0.01 level 


owing to the large number of correlations. The median 
correlation between PIMRA and ABC scales was 0.415 
(range — 0.377 to 0.731). The following four features were 
noteworthy. First, the correlations between PIMRA total 
score and ABC scales were high and positive (median 0.600, 
range 0.465 to 0.726). The correlations between PIMRA 
scales and ABC scales were also generally high (median 
0.532, range —0.243 to 0.587). Second, the strongest 
relationship between psychiatric and behavioural disturbance 
was found between lethargy and PIMRA scales (median 
0.499, range —0.200 to 0.699). Third, the strongest 
relationships between psychiatric disturbance and ABC 
scales were found for inappropriate mental adjustment 
(median 0.481, range — 0.347 to 0.590). Finally, correlations 
between psychosexual disorders and ABC scales were all 
negative and of small range (median —0.231, range — 0.377 
to —0.132) due to lack of variance in ratings of 
psychosexual disorder. 


Discussion 


This study showed that the PIMRA scales generally 
retained only modest to adequate internal consistency. 
The internal consistencies were all lower than those 
reported by previous studies (Matson et al, 1984; 
Senatore ef al, 1985; Aman et al, 1986) and were at 
times below the bounds of acceptability. This may 
reflect the more restricted population used in this 
study compared with other reports. Alternatively, it 
may reflect a lack of robustness in the PIMRA itself. 
In either case this point requires further investigation. 

The PIMRA scores generally showed moderate to 
strong correlations with the ABC (cf. Fraser et al, 
1986). The ABC is described as a measure of 
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maladaptive behaviour (Aman & Singh, 1985) rather 
than psychiatric disorder per se. The meaning of this 
finding is, however, unclear: it may reflect either a 
true correlation between these constructs, or artifacts, 
such as the response styles of informants and/or halo 
effects operating when two measures are administered 
concurrently with one informant. Visual inspection 
of the data did reveal that raters had consistent styles 
of responding to both measures. 

Aman ef al (1986) question the appropriateness of 
the current scoring method of the PIMRA, given the 
poor correspondence of the factor anelyses to the 
eight DSM-III-derived scales. This paper found that 
such scales had internal consistencies which were of 
similar magnitude to the original scales and were thus 
problematic as they currently stand. Nevertheless, 
these broader-band measures of psychiatric distur- 
bance would appear to be robust since they were 
replicated by Aman et al (1986). However, the items 
on the PIMRA which correspond to these three 
dimensions (affective, somatoform, and psychosis) 
appear to measure these constructs rather coarsely. 
Indeed, the issue of correspondence between check- 
list scores and psychiatric diagnosis has become a 
major issue within the field of childhood psycho- 
pathology (e.g. Kline, 1988). Future measures of 
psychopathology in this population could extend and 
refine measures of these constructs as a basis of a 
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more empirical approach to measuring psycho- 
pathology in mentally handicapped people. 
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Tourette-Like Disorder in Asperger’s Syndrome 


CARL S. LITTLEJOHNS, DAVID J. CLARKE and JOHN A. CORBETT 


An eight-year-old boy with Asperger's syndrome was given haloperido! to control agitation 
and aggressive outbursts. Withdrawal of the drug after two years was followed by Tourette- 
like symptoms. Subsequently neither haloperidol nor a second antipsychotic drug altered the 
core features of Asperger's syndrome, despite suppressing the movement disorder. His first 


exposure to neuroleptics was /n utero. 


Pervasive developmental disorders (PDDs) are 
characterised by qualitative impairment in the 


development of reciprocal social interaction, verbal 
and non-verbal communication skills, and imaginative 
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activity. Infantile autism (IA) is the only named sub- 
class recognised in DSM-III-R (American Psychiatric 
Association, 1987). 

Asperger's syndrome in DSM-III-R is classified 
under section 299.80 (‘PDD Not Otherwise Specified’ ), 
but is now more widely regarded as a second subclass 
of PDD (Wing, 1986; Kerbeshian & Burd, 19864). 
Patients have autistic features such as resistance to 
change, inappropriate emotional expression, and 
very poor use and comprehension of non-verbal 
language. However, their speech is grammatically 
correct, though pedantic, and they mostly are not 
socially aloof. Interests are restricted and repetitive, 
and motor activity is stereotyped and clumsy. 

Tourette's syndrome (TS) is a disorder consisting 
of multiple motor and vocal tics (sometimes 
including coprolalia which can be suppressed 
voluntarily for short periods. It usually occurs 
between the ages of 2 and 15, is commoner in boys, 
and follows a fluctuating course. Tourette-like 
symptoms have been reported as a complication of 
long-term neuroleptic therapy (Klawans et al, 1982), 
and can be confused with movements due to tardive 
dyskinesia (Mueller & Aminoff, 1982). 

The coexistence of a PDD with TS in a patient has 
been reported before (e.g. Kerbeshian & Burd, 
1986a, b). Language disorder and social dysfunction 
in atypical PDD is reported as responding favourably 
to drug treatment when coincident with TS (Fisher 
et al, 1986). The same group of workers has 
suggested that TS in patients with PDD may be a 
marker for improved developmental outcome and 
response to haloperidol (Burd ef al, 1987). 

We describe a young man with AS, now aged 15, 
who developed a Tourette-like movement disorder 
at the age of 10, when treatment with haloperidol 
was stopped. His social functioning and pedantic use 
of language were not improved by neuroleptic 
medication. 


Case report 


A was born at term, with a birth weight of 3.18 kg. He was 
the third child of a mother who had received injections 
of fluphenazine decanoate (dose unknown) throughout 
pregnancy for schizophrenia. A became hypoglycaemic 
during his second day of life, and at ten days developed 
an E. coli gastroenteritis. Shortly afterwards his mother 
was admitted to psychiatric hospital and he was taken into 
care. Full records are not available but his mother had been 
convicted of infanticide after poisoning her first child, and 
it seems that A was returned to her and taken back into 
care on several occasions before being adopted at the age 
of nine months. 

A walked at 11 months, spoke at 12 months, and was 
constructing simple sentences at two years. He was dry at 
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night by three years six months. His adoptive parents 
described him as being reserved and ‘a loner’. He ‘didn’t 
play’ but rather would show excessive preoccupation with 
inanimate household objects. He did not actively avoid 
people, but had little interest in them. He would adopt odd 
postures with his arms, and in noisy or crowded environ- 
ments would bang his head, howl, and rock himself. He 
developed secondary nocturnal enuresis on starting school 
at the age of five years, and became aggressive and 
destructive, despite a behavioural programme devised by 
an educational psychologist. 

By the age of seven his conversation, which was usually 
very polite and grammatically correct, reflected an excessive 
preoccupation with a narrow range of inanimate objects 
including vacuum cleaners, musical boxes, and insectivorous 
plants, and he would talk of little else, often making 
cardboard models of them. This, together with increasingly 
frequent outbursts of temper, led to referral to a child 
psychiatrist, where imipramine (25 mg nocte) and bell and 
pad training failed to resolve the nocturnal enuresis. 

At the age of eight years the agitation and aggressive 
behaviour led to the prescription of haloperidol (1 mg t.d.s., 
subsequently increased to 2.5 mg t.d.s.), which had some 
calming effect. At the age of ten he was admitted to a 
residential special school, with ‘lack of concentration’. 
The preoccupations persisted. He touched objects 
ritualistically and insisted that things were not moved. Any 
attempt to change the order of objects in his environment 
provoked a tantrum. 

At 11 years he developed marked writhing movements 
of his limbs and trunk. He fidgeted constantly and ran 
round in circles, sometimes falling. He was admitted to an 
in-patient child psychiatric unit. During the initial interview 
A spoke little, but was very polite. He skilfully used a pair 
of scissors and some paper to make a model of a venus 
fly-trap, which he stuck to the end of a ruler. His face was 
inexpressive and he occasionally made inappropnate 
giggling sounds, but no firm features suggestive of a 
psychotic illness were observed. He was noted to be restless 
and overactive, with jerky, non-repetitive limb movements. 

Physical examination and an electroencephalogram 
(EEG) were normal. After a period of observation the 
haloperidol was slowly withdrawn. Over the following 
weeks a gradually progressive dystonia developed, which 
affected his whole body and interfered with his ability to 
walk. He also developed sudden facial grimacing and 
repetitive tic-like neck movements, made involuntary 
grunting and barking noises, and was heard to utter obscene 
words, mostly when he felt he was unobserved. A diagnosis 
of TS was made, and treatment with haloperidol resumed. 
The tics and the other abnormal movements resolved, but 
A’s preoccupations, inappropriate monologues, and generally 
poor level of social functioning were not altered. 

At 13 years his reading age was eight years six months 
and his mathematical ability was at an eight-year level. 
During his 14th year he became markedly tearful and 
withdrawn. A diagnosis was made of Asperger’s syndrome 
and a dysphoric reaction to haloperidol (2.5 mg t.d.s.) His 
medication was changed to pimozide (2 mg daily). His mood 
lifted within weeks of the change, but he continued to talk 
about vacuum cleaners and venus fly-traps. His socially 
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unacceptable comments included inviting others to ‘tickle’ 
his genitalia without appreciating the reaction this produced, 
but he learned to reduce this behaviour after counselling 
by school staff. 

The Wechsler Intelligence Scale for Children (Revised) 
when he was 14 years showed a corrected verbal score of 
62, a performance score of 72, and a full-scale IQ of 65. 

A's teachers and parents have noticed a reduction in his 
use of speech over the past 12 months, the content of which 
continues to reflect his unusual preoccupations. He has 
succeeded in forming a good relationship with a key worker, 
but his apparent understanding of non-verbal cues such as 
facial expression is still poor. 


Discussion 


In children, haloperidol is effective and well tolerated 
(Serrano, 1981). Although some abncrmal move- 
ments were noted in our patient before the drug was 
stopped, the repetitive, tic-like movements began 
after the drug was withdrawn. Tic-like movements 
settling after six to nine months have been noted 
before when neuroleptics are discontinued (Singer, 
1981). 

Stahl (1980) described a 28-year-old man with LA 
and a two-year history of motor and vocal tics which 
first appeared when thioridazine, which had been 
given for 13 years, was withdrawn. Stahl noted that 
his case differed in some ways from classic TS. The 
age of onset was much later than usual, the tics could 
not be voluntarily suppressed and they fluctuated 
relatively little over time. He proposed that the term 
‘tardive’ Tourette syndrome be used when Tourette- 
like symptoms follow withdrawal of neuroleptics. 
Neuroleptic-related Tourette-like symptoms have been 
reported elsewhere in people with disorders other 
than PDD (e.g. Klawans ef al, 1978, 1982). 

Gualtieri & Guimond (1981) refer to a neuroleptic 
‘withdrawal dyskinesia’ or ‘withdrawal emergent 
symptom’ which may be misdiagnosed as tardive 
dyskinesia, although such cases are often accompanied 
by symptoms of nausea, vomiting, and weight loss. 
They proposed a 12-week period of observation after 
administration of neuroleptics to diagnose this, 
which would suggest a similar period might be useful 
when a tic-like disorder appears on discontinuing a 
neuroleptic. 

. It is interesting to speculate on the relevance of 
the fact that our patient's first exposure to neuro- 
leptics was in utero. A previous report of a patient 
with TS and a PDD (in this case IA) also described 
the mother as suffering from schizophrenia, but 
prescribing during pregnancy was not recorded 
(Realmuto & Main, 1982). . 

The dysphoric state which occurred on resuming 
treatment with haloperidol resolved rapidly when 
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pimozide was substituted. We would point out that 
dysphoric reactions have been reported previously 
(e.g. Bruun, 1982) and should be looked for. 
The assessment and training of our patient was . 
by teachers skilled in the education of pupils 
with language delays and disorders who would have 
been especially sensitive to improvements in social 
and verbal functioning of even a minor degree. 
Reintroduction of haloperidol did suppress the 
Tourette-like symptoms, but did not improve social 
or verbal functioning. Although this is in contrast 
to the previously mentioned studies of Fisher e£ al 
(1986) and Burd ef al (1987), it is compatible with 
the more recent observations of Kano ef al (1988), 
and may imply that patients presenting with both a 
PDD and TS comprise a heterogeneous group, with 
more research needed on their further subdivision. 
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Temporary Remission of Tardive Dystonia 
Following Electroconvulsive Therapy 


ADITYANJEE, S. K. JAYASWAL, T. M. CHAN and M. SUBRAMANIAM 


Ari improvement in tardive dystonia in a patient who had received ECT for a schizophrenic 
psychosis ıs reported. The improvement suggests that the pathophysiology of tardive 
dystonia may involve neurotransmitter receptor changes similar to those seen in 


schizophrenia. 


Although the first series of six cases of late-onset 
persistent dystonia associated with neuroleptic 
treatment was described as early as 1967 (Harenko, 
1967), the term ‘tardive dystonia’ was coined by 
Keegan & Rajput (1973) to designate drug-induced 
torticollis of a persistent nature. There were very few 
case reports until Burke et al (1982) described the 
clinical characteristics of tardive dystonia in: 42 
patients and reviewed 15 cases reported in the 
literature. Tardive dystonia differs from choreic 
tardive dyskinesia in its clinical phenomenology, 
epidemiology, and clinical pharmacology (Burke, 
1982). Similarly, Gimenez-Roldan et al (1985) found 
important differences between tardive dystonia 
and tardive dyskinesia in terms of risk factors and 
prognosis. About 1.5-2.0% of patients treated with 
neuroleptic drugs develop this iatrogenic condition 
(Yassa et al, 1986; Friedman et al, 1987). Risk factors 
for tardive dystonia appear to be youth, male sex, 
mental retardation, and convulsive therapy (Burke 


et al, 1982; Gimenez-Roldan et al, 1985; Yassa et al, 
1986; Friedman et al, 1987). A few isolated case reports 
have also appeared in the literature commenting on its 
phenomenology, treatment, and differential diagnosis 
(e.g. Kwentus et al, 1984; Ananth et al, 1988; Falk et al, 
1988; Lal et al, 1988; Adityanjee et al, 1989). Most 
often it has been misdiagnosed as conversion hysteria 
(Kwentus et al, 1984; Yassa et al, 1986). 

We describe a case of tardive dystonia and its 
short-term remission with electroconvulsive therapy 
(ECT). This is the second case report in the literature 
in which tardive dystonia has been successfully 
treated with ECT (Kwentus ef al, 1984). 


Case report 


A 30-year-old man presented in April 1987 with a two-week 
history of sustained contraction of the sternocleidomastoid 
muscles and anterior flexion of the neck. 

At the age of 15 he had manifested insidiously, for 
the first time, signs and symptoms of mental illness 
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in the form of marked social withdrawal, neg_ect of personal 
hygiene and feeding, maintaining fixed standing postures 
for hours, staring vacantly into space, and mutism. These 
were associated with auditory hallucinations ~ several voices 
commenting on his behaviour and also giving him 
commands such as ‘‘go and take your bath’’. A diagnosis 
of schizophrenia was made when he was 17, when auditory 
hallucinations became very marked and distressing. At that 
time he was treated with neuroleptics (including depot 
preparations), anticholinergic drugs, and ECT. His drug 
compliance had been very poor and his treatment had been 
irregular. Throughout the illness auditory hallucinations 
of running commentary and command types persisted. 

At the age of 28 he discontinued treatment for one year 
and relapsed. He developed oddities in behaviour and the 
hallucinations became worse. He was again commenced on 
depot fluphenazine decanoate every two weeks along with 
oral trifluoperazine (15 mg a day) and benzhexol (6 mg a 
day). The patient received his last injection of fluphenazine 
decanoate on 28 January 1987. Thereafter, he stopped 
coming to the clinic but continued with trifluoperazine 
(5-15 mg a day) and benzhexol (2-6 mg a day) under the 
supervision of a general practitioner. 

In April 1987 he gradually developed sustained contraction 
of the sternocleidomastoid muscles. There was moderate 
pain and persistent forward flexion of the neck (antero- 
collis). These symptoms progressively worsened over two 
wecks. There was no family history of dystonia or related 
disorders. All the drugs were stopped and the patient was 
admitted for evaluation. 

Examination of the musculoskeletal system revealed 
marked anterior flexion of the neck (anterocollis), with rigid 
and prominent sternocleidomastoid muscles ‘hypertrophic) 
bilaterally. Passive movements of the neck were markedly 
restricted. There was pain and tenderness in che contracted 
muscles. There were no oral choreic movements. No 
retrocollis, torticollis, blepharospasm or opisthotonus could 
be seen at any time. The patient showed psychomotor 
retardation and persistent auditory hallucinations on mental 
state examination. He was started on orphenedrine (300 mg 
a day) in divided doses, but over the next two weeks there 
was no improvement in the dystonia or psychotic symptoms. 
All investigations, including liver function tests, skull and 
cervical spine X-rays, were normal. Serum caeruloplasmin 
was in the normal range. There was no evidence of Kayser- 
Fleischer rings bilaterally on slit-lamp examination. A 
diagnosis of neuroleptic-induced tardive dystonia was 
established in accordance with the criteria suggested by 
Burke et al (1982). 

As there was no improvement in the dystonia and the 
psychotic symptoms were worsening, a decision was taken 
to start the patient on ECT. He was given a total of 11 
sessions. His active psychotic symptoms disappeared after 
the fourth treatment, but there was no change in the 
dystonia. After the sixth treatment some improvement was 
noticed in the dystonia. Consequently, it was decided to 
continue with ECT, and by the time he received his 11th 
session he showed remarkable improvement in dystonia and 
only marginal contraction of neck muscles. There was a 
full range of active movements of the neck anteriorly and 
laterally. Extension of the neck was still restricted. 


ADITYANJEE ET AL 


However, on two follow-ups at monthly intervals he showed 
progressive increases in contraction of the sternocleido- 
mastoid muscles, with restricted active and passive 


movements. Further follow-up was unfortunately not . 


possible. 


Discussion 


Treatment of tardive dystonia is generally dis- 
appointing (Burke ef al, 1982; Yassa et al, 1986). 
Many drugs, including anticholinergics, dopamine 
agonists, anticonvulsants, neuroleptics, dopamine 
depletors, and benzodiazepines, have been tried 
without great success (e.g. Burke et al, 1982; 
Gimenez-Roldan et al, 1985; Yassa et al,1986). In 
the series reported by Burke ef al (1982) 68% of the 
patients improved with tetrabenazine, a dopamine 
depletor, and 39% with anticholinergics. An increase 


in the dose of antipsychotic drugs commonly : 


suppresses the dystonia (Burke et al, 1982). 

What is remarkable in this patient is the temporal 
association between ECT and improvement in tardive 
dystonia. Although spontaneous remission cannot 
be ruled out, the lack of any change in dystonia 
during the few weeks when he was drug free and the 
subsequent dramatic improvement with ECT do not 
favour this explanation. Moreover, the prognosis for 
reversibility in tardive dystonia is very poor, unlike 
the prognosis of tardive dyskinesia, where 50% of 
the patients may remit after drug discontinuation 
(Gimenez-Roldan ef al, 1985). Spontaneous remission 
occurred in only 5 out of 42 cases in an earlier series; 
the longest time tardive dystonia persisted after 
discontinuation of antipsychotic drugs was six years 
(Burke ef al, 1982). All this evidence suggests that 
ECT did bring about a therapeutic change in tardive 
dystonia. 

Improvement in tardive dystonia was reported 
previously in one patient who had received ECT for 
depression (Kwentus et al, 1984). Dramatic improve- 
ment in tardive dyskinesia has also been observed 
with ECT (e.g. Gosek & Weller, 1988). On the other 
hand, ECT has been thought to be a risk factor for 
tardive dystonia (Friedman ef al, 1987). Similarly, 
in tardive dyskinesia ECT has been implicated as a 
probable causative factor (Flaherty et al, 1984). 

ECT is known to reduce the sensitivity of 
the norepinephrine-sensitive adenylate cyclase in the 
brain, and to cause a down-regulation of the beta- 
adrenoceptor population (Sulser, 1983). It also 
prevents the development of dopamine-receptor 
supersensitivity induced by haloperidol treatment 
(Lerer & Belmaker, 1982): Presumably, it is the latter 
action of ECT which might have contributed to 
amelioration of tardive dystonia in this patient. 
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ECT FOR TARDIVE DYSTONIA 


The pathophysiology of tardive dyskinesia and 
dystonia, though controversial, may partly be related 
to dopamine D, receptor augmentation after pro- 
longed ‘blockade of receptors by high doses of 
neuroleptics (Snyder, 1984). Until the mechanism 
of action of ECT and the pathophysiology of tardive 
dystonia are fully elucidated, the use of ECT in 
tardive dystonia can at best be considered only on 
an experimental basis. We share the previously 
expressed opinion in this regard (Kwentus et al, 1984; 
Gosek & Weller, 1988), and caution against in- 
discriminate use of ECT in tardive dystonia. 
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Monozygotic Twins with Obsessive- Compulsive Disorder 


SUCK WON KIM, MAURICE W. DYSKEN and MARK D. KLINE 


A mirror-image pair of monozygotic twins concordant for obsessional-compulsive disorder 
had remarkably similar clinical symptoms, and brain electrical activity mapping showed slower 
alpha and more theta activity than normal for their age. 


Three groups of investigators (Woodruff & Pitts, 
1964; Marks et al, 1969; McGuffin & Mawson, 1980) 
reported that the probability of concordance of 


Obsessive-compulsive disorder (OCD) in mono- 
zygotic (MZ) twins in the general population is 
approximately one in six to eight million. This was 
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based on a 0.05% prevalence rate for OCD in the 
general population and a one in 132-200 birth rate 
for MZ twins (Pearson, 1963). The prevalence rate 
for OCD is probably higher than 0.05% (Robins ef 
al, 1984), which means that the prevalence rate for 
MZ twins with OCD is likely to be higher as well. 
Several MZ twin OCD cases have been reported, but 
in only three reports have the zygosity and diagnosis 
been confirmed with reasonable certainty (Woodruff 
& Pitts, 1964; Marks et al, 1969; McGuffin & 
Mawson, 1980). Recently, in the course of conducting 
a clomipramine study, we encountered identical twins 
who had well established OCD. We were able to 
obtain brain electrical activity mapping (BEAM; 
Duffy et al, 1979) in both twins, who also had 
zygosity determinations. 


Case report 


The MZ twins were 23-year-old right-handed and left- 
handed women (CF, CW) who were screened to participate 
in a clomipramine study of OCD. They were both 
working in a hospital but had to leave their jobs 
because of an inability to control their checking behaviours. 
For example, they could not stop checking hospital 
charts. They both were recently married and felt even 
worse at home because they could not control checking 
in front of their husbands. Although they detailed 
their checking behaviour independently (April 1987), their 
typewritten repertoires of OCD symptoms were strikingly 
similar. They were spending several hours a day checking 
to see whether they took their birth control pills, 
checking what they wrote down on their calendars, checking 
every item in their purses carefully, and checking if 
the household lights, washing machines, and oven switches 
were off. They were also checking to see that everything 
was in its place in the kitchens, bathrooms, cars, and 
bedrooms. Their rituals had to be repeated five to ten 
times on each occasion. Such checking was accompanied 
by strong doubts, which caused significant subjective 
distress. In addition, they were obsessed about their 
appearances and feared being imperfect, fcrgetful, and 
too slow. 

They travelled 90 miles to our hospital, and at times they 
would be over an hour late even if they had left their homes 
much earlier than needed, in anticipation of the delay that 
would be caused by their checking. 


KIM ET AL 


Their symptoms began when they were 11 years old 
and worsened at age 17. The clinical manifestations 
have remained chronic, without any period of remission. 
There has been no history of significant depression or 
other major psychiatric disorders. The developmental and 
medical histories were entirely normal. Complete physical 
examinations and routine laboratory tests were all within 
normal ranges. Zygosity was tested by examining blood type 
systems (ABO, RS, MNSs, Kell), serum proteins (Gc, Hp, 
Bf, PLG, Gm, Kml), and red cell enzymes (PGMI, 
AcP, EsD, GLO). The results were identical for both 
twins, resulting in a probability of dizygosity of 0.0071 
(courtesy of Dr D. T. Lykken) (Lykken, 1978). The initial 
diagnostic, OCD, and depression evaluations are presented 
in Table I. 


BEAM findings 


Brain electrical activity mapping (BEAM) studies were 
obtained for each of the twins, including spectral analysis 
of EEG while resting with eyes open and eyes closed, as 
well as long latency topographic strobe flash visual and 
binaural tone-pip auditory evoked potentials (Duffy ef al, 
1979). BEAM is a new topographical mapping method that 
simultaneously measures regional brain electrical activity, 
and that can assess the relative proportion of spectral power 
across standard EEG frequency bands. The technique 
permits the investigator to develop statistical maps that 
localise the maximal regional differences between groups 
(Duffy et al, 1984). 

The twins were free of medication at the time of BEAM 
testing. EEG data for spectral analysis were visually re- 
viewed and edited to remove artifact contamination before 
computer analysis. The z-score significance probability 
mapping (SPM) technique was used to quantify differences 
between patients and age-matched reference group data 
collected by Duffy ef a/ (1981). 

Both twins showed a significant downward shift in the 
predominant posterior frequency of the alpha rhythm from 
10 to 8 Hz, resulting in a significant increase in the 
proportion of theta activity over both parietal and occipital 
areas. No significant interhemispheric asymmetries nor 
alterations in coefficients of variation were noted. On the 
visual evoked response, both patients showed a striking 
increase in amplitude and abnormally prolonged early 
negative response from the left-central temporal and parietal 
areas (88-124 Hz), which persisted past 160 ms, and involved 
both temporal regions. In both twins the onset of positive 
vertex wave activity was asymmetrical, first arising over the 














TABLE I 
DIS and LOI Y-BOCS HRSD SCL-90-OC 
SADS-L 
symptom score resistance interference 
CF OCD only 30 43 47 27 6 2.5 
CW  OCD only 29 41 40 25 T 2.2 





DIS: 
OC: Symptom Checklist-90-Obsessive-Compulsive subscale. 


Diagnostic Interview Schedule; SADS-L: Schedule for Affective Disorders and Schizophrema-Life Time; LOI: Leyton Obsessional 
Inventory; Y-BOCS: Yale-Brown Obsessive-Compulsive Scale; HRSD: Hamilton Rating Scale for Depression (17 items); SCL-90- 
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left hemisphere. On the auditory evoked response, CW 
showed excessive amplitude early negative activity from the 
left temporal region at 124-160 ms. Both patients showed 
excessive amplitude positive activity from the left temporal 
region at about 200—250 ms, although this was more limited 
to the left for CF and bilateral for CW. 


Discussion 


Using EEG power spectral analysis Flor-Henry et al 
(1979) did not find any significant difference 
between normal and OCD subjects except for reduced 
left temporal variability and relative increase of right 
parietal variability in the obsessional patients. 
Rapoport et al (1981) showed decreased rapid-eye- 
movement (REM) latency, increased sleep latency, 
reduced sleep efficiency, and decreased total sleep 
in the sleep EEGs of nine OCD adolescents. Their 
awake EEG results were normal except in one boy 
whose EEG showed ‘diffuse slowing’. The sleep EEG 
studies of 14 OCD subjects by Insel et al (1982) 
showed decreased REM latency, decreased sleep 
time, and decreased REM efficiency as well. These 
findings share similarities to sleep EEG patterns in 
depressed patients. Jenike & Brotman (1984) reported 
EEG abnormalities over the temporal lobes in 4 of 
12 patients with OCD. 

Well documented MZ twins concordant for OCD 
are rare in the psychiatric literature. Although we 
mentioned the report by Woodruff & Pitts as 
containing a reliable diagnosis, the twins in that 
report developed grand mal seizures shortly after 
birth, had glandular hypospadias, and showed 
marked manneristic behaviour as early as two and 
a half years old, making it difficult to rule out an 
underlying organic aetiology. Marks et al (1969) and 
McGuffin & Mawson (1980) are the only two groups 
that reported well documented MZ twins concordant 
for OCD. The twins reported by Marks ef al had 
severe contamination fears (especially dogs’ faeces) 
and washing rituals. Both twins had the same 
symptoms and their onsets were also both at age ten. 
The first twin pair reported by McGuffin & Mawson 
had different ages of onset (24 and 22) and possibly 
different levels of morbidity, but qualitatively, they 
both had contamination fears. The second twin pair 
developed obsessions, one at age 25 and the other 
in the middle 20s. Both had rituals related to their 
obsessions. Our own patients developed doubts and 
checking rituals at age 11, and their symptoms 
worsened at age 17. The quality and intensity of their 
symptoms were practically the same according to 
rating scales. 

From our own data and the reports of Marks et 
al and McGuffin & Mawson, four MZ twin pairs 
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have shown the same or similar ages of onset, 
the same or very similar obsessive-compulsive 
symptoms, and very similar clinical courses. In 
contrast to other reported twin cases (Woodruff & 
Pitts, 1964; Marks et al,1969; McGuffin & Mawson, 
1980) our twins have contralateral handedness, and 
opposite direction of hair whirl (mirror twins) 
(Springer & Searleman, 1980), yet the onset of 
symptoms, nature of symptoms, and rating-scale 
results are very similar. The BEAM results were 
remarkably similar as well. Since biological findings 
are becoming an important part of understanding 
OCD, the study of MZ twin OCD cases may provide 
important clues as to the phenomenology as well as 
pathophysiology of OCD. 
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Pseudocyesis Associated with Folie 4 Deux 


GABRIELLE L. MILNER and GWILYM D. HAYES 


A case of a mother and daughter who both believed in their own pregnancy and that of the 


other is described. 


DeMontyel (1881): divided folie à deux into three 
subgroups: folie simultanée, in which there is the 
coincidental, simultaneous but independent appearance 
of psychotic symptoms in two family members who 
are predisposed to a psychosis and who are living 
together; folie communiquée, in which two persons 
who are at risk from developing a psychosis become 
psychotic, but each subject adopts one or more 
delusions from the other and retains them after 
separation; and folie imposée, in which the psychotic 
subject transmits symptoms to a previously healthy 
individual who elaborates on these. 

Pseudocyesis is the conviction of a non-pregnant 
woman that she is pregnant. It is distinguished 
from other forms of false pregnancy such as that 
stemming from a psychosis, pregnancy associated 
with malingering, and pseudopregnancy occurring 
when a tumour or other defect causes endocrine 
changes simulating pregnancy (Steinberg, 1946). It 
has been considered to originate from an awareness 
of a recent bodily change or disturbance linked to 
a conscious wish, fantasy or fear about pregnancy 
(Brown & Barglow, 1971). The condition may be a 
form of hysterical conversion (Hardwick & Fitzpatrick, 
1981) or depression may be present (Murray & 
Abraham, 1978). Several findings have been noted 
in pseudocyesis: elevation of prolactin levels (Devane 
et al, 1985), a trend towards low levels of follicle- 


stimulating hormone (FSH) (Zarate et al, 1974), and 
the occasional persistence of a corpus luteum 
(Moulton, 1942). d 

It has been suggested that the physiological 
changes seen in pseudocyesis may be caused by an 
imbalance of pituitary-ovarian function mediated 
by neurotransmitters in the pituitary and/or hypo- 
thalamus (Starkman et al, 1985). Brown & Barglow 
(1971) suggested that depression via cortical and . 
limbic systems causes a decrease in available biogenic - 
amines, resulting in.an abnormality of the.release of 
luteinising-hormone releasing factor (LRF), FSH 
releasing factor (FRF), and prolactin inhibitory 
factor (PIF) at the median eminence of the 
hypothalamus. This results in decreased levels 
of luteinising hormone (LH) and FSH, which lead 
to the suppression of ovulation and result in 
amenorrhoea. The increased level of prolactin leads 
to lactation and also possibly a persistent corpus 
luteum which may also lead to amenorrhoea. This 
hypothesis may explain some of the symptoms .in 
pseudocyesis. 


Case report 


Miss MK is a 27-year-old single second-generation Jamaican 
and a qualified midwife.’ Her mother, aged 50, who 
was born in. Jamaica, is a single housewife. She came 
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to the UK in 1961 and has not worked since then. She 
has never married, although her six daughters and two 
sons have the same father. She lives with five of her 
daughters. 

MK was referred from the labour ward of a neighbouring 
hospital, where she had been diagnosed as having a 
phantom pregnancy. She held this conviction of pregnancy 
despite being shown the negative ultrasound scan. She had 
no previous psychiatric or medical history. MK had recently 
finished a relationship with a boyfriend, in which she had 
been sexually active. 

On admission she claimed a gestation of seven months 
accompanied by amenorrhoea, increasing size of her 
breasts, early-morning sickness, and experiencing the baby 
kicking. These ideas, together with the false belief that 
her mother had been killed in a plane crash, were held 
with delusional intensity. She did not exhibit any objective 
signs of pregnancy; there was no post-partum haemorrhage. 
On admission she seemed confused and perplexed. She 
was experiencing auditory hallucinations in the second 
and third person, had thought disorder, and delusional 
misinterpretation. Her affect was low. After a few days 
she took her own discharge, her symptoms not being severe 
enough to detain her. 

Two weeks after her discharge, MK’s mother was 
admitted. Her mother had been admitted 12 years 
previously, and diagnosed as suffering from ‘religious 
mania’. However, she was not thought to be mentally 
ill. She had had no contact with the psychiatric services 
for the past 12 years. On this admission her mother 
claimed to have been pregnant for the past ten years. 
She appeared to be experiencing an acute paranoid 
psychosis and although not seeking any medical attention, 


. had indeed firmly held her delusion for the past ten years. 


It is interesting that her six daughters and two sons all share 
her and MK’s false beliefs. After 12 days, her paranoid 
symptoms abating somewhat, the mother took her 
discharge, still with her delusion of pregnancy. When seen 
at home, although seemingly free of her psychotic 
symptoms, she still believed that she would be in the 
Guinness Book of Records one day as a result of the length 
of the gestation. 

A few days later MK was readmitted in a state 
similar to the original condition. After treatment with 
oral neuroleptics her more acute psychotic symptoms 
resolved and she was discharged at her request after 
a stay of one week. MK kept her delusions of pregnancy 
well past her postulated term, while engaged in supportive 
psychotherapy and while obtaining her own flat. Her 
mother is still deluded. 


Discussion 


Although there have been no recent reports of 
pseudocyesis affecting a mother and daughter, in 
1651 William Harvey described pseudocyesis affecting 
two sisters (Hunter & Macalpine, 1963); pseudocyesis 
affecting one sister, implicitly believed by the other, 
has also been reported (Hardwick & Fitzpatrick, 
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1981). In our case both mother and daughter firmly 
believed in their own pregnancy and that of the other. 
The mother’s abdomen was enlarged and, as her 
daughter before her, she believed she felt the foetus 
moving. Abdominal X-ray was normal. Her daughter 
also described menstrual disturbances (although she 
had scanty regular bleeds) and the release of colostrum 
from both breasts (although there was no evidence 
of this). Both women had an acute psychotic episode, 
which resolved to leave the fixed idea of pregnancy. 

Pseudocyesis is usually distinguished from a 
hallucinatory pregnancy stemming from a psychosis. 
However, in the case described there is no evidence 
that the women are psychotic at present. It seems 
that both women exhibit pseudocyesis and folie a 
deux. 

Various treatments have been suggested for pseudo- 
cyesis. The diagnosis should be revealed to all 
patients by showing pelvic X-ray and ultrasound 
examinations (Kroger, 1962). In the daughter’s case, 
ultrasound examination did not convince her that her 
pregnancy was not real. Supportive psychotherapy 
was provided during the length of her illness. 
However, resolution of her symptoms occurred only 
after she had moved to her own flat, away from the 
influence of her mother. 

Her mother maintains she is pregnant, in spite of 
the evidence. She refuses to engage in treatment. 

If pseudocyesis is considered as a heterogeneous 
condition, therapy will vary depending on the nature 
of the patient’s symptoms. Psychotherapy should 
range from supportive to insight orientated (Barglow 
& Brown, 1972). Exploration and clarification of un- 
conscious feelings about and attitudes towards 
pregnancy may be an essential aspect of treatment. 
Drug treatment for depression may be indicated 
(Starkman ef a/,1985). 

The prognosis is highly variable. Fried ef a/ (1951) 
and Scopbach ef al (1952) reported that merely 
revealing the true diagnosis resulted in transient re- 
mission in 13 of 27 patients, although all of these 
had a recurrence within six months. Supportive psycho- 
therapy resulted in complete and lasting resolution 
of symptoms in 6 of 11 patients. The combination 
of psychotherapy and testosterone injections or 
uterine curettage proved to be effective in five 
remaining patients. 

We believe this is the first case reported of a 
mother and daughter exhibiting pseudocyesis as a 
symptom in a case of folie à deux. 
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Folie à Deux: A Socio-psychiatric Study 


N. R. PANDE and D. M. GULABANI 


A classic case of folie à deux from India is descnbed in a couple unrelated to each other. The 
need for socio-cultural understanding of the clinical phenomenon and its implications Is stressed. 


By far the most comprehensive description of folie à 
deux is that given by Lasegue & Falret (1877), in their 
very first paper. Later literature reports cases verifying 
the original description (Enoch & Trethowan, 1980), 
as well as isolated case reports of association or com- 
bination of certain psychiatric conditions with folie à 
deux: Down's syndrome (Meakin & Renovoize, 1987), 
and Capgras syndrome and de Clerambault's syndrome 
(Signer & Ibister, 1987). Gralnick (1942) analysed the 
frequency of family relationships between the two 
partners in a series of 103 cases reported between 
1877 and 1942. He also classified the syndrome into 
four subtypes. Soni & Rockley (1974) described socio- 
clinical aspects of the syndrome after re-rospective 
analysis of long case histories. Hére we report a case 
with emphasis on the socio-clinical substrate, and its 
prognostic as well as therapeutic implications. 


Case report 


Mr A, a 28-year-old Roman Catholic bachelor of Indian 
origin, had been working as a clerk in the Middle East for 
seven years. It was reported that he had changed his lifestyle 
three years after the death of his mother. He had believed 
that he was a ‘born again’ Christian and was enlightened 
by the Holy Spirit. Accordingly, he had been associating 
himself with a staunch religious group abroad. He had 
started praying excessively. 

He returned to India five days before admission to our 
hospital and presented to us with frank psychotic behaviour. 
On examination, he had delirious perplexity and delusions 
of persecution and grandeur. He misidentified patients in 
wards as Jews in disguise. He was extremely irritable and 
guarded. He did not have any cognitive deficits. There was 
no history of substance abuse. He showed significant 
improvement with haloperidol in the 12-15 days after 
admission. 
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Mr A belongs to a middle-class minority family. His 
father was an alcoholic and his two elder sisters had suffered 
from a brief reactive psychosis at the time of their mother's 
death. The whole family 1s religious, believing in occult 
phenomena and faith healing. 

Nine months before admission, Mr A met Miss B at a 
religious meeting while in the Middle East. Miss B was going 
through great emotional turmoil at the time, and a mutual 
friend persuaded her to seek the help of a clergyman. She 
was suffering from anxious preoccupations and pangs of 
guilt about her sexual involvement with a Moslem colleague. 
Mr A took over her treatment from the visiting clergyman 
and started seeing her regularly. He assured her that he 
would help to deliver the evil spirits which had possessed 
her as a result of black magic done by the Moslem colleague. 
At first Miss B found great relief, only to suffer later from 
*possession attacks' and fainting episodes, which increased 
1n frequency and finally resulted in her resignation from 
her job and return to India in July 1987. 

Five days before the index admission, Mr A visited 
Miss B in India and found her still symptomatic. He 
volunteered to treat her and she readily accepted. Both 
engaged themselves in deliverance. They were continuously 
praying to God and were speaking ‘in tongues’. They 
deprived themselves of food and sleep, and isolated them- 
selves from the outside world. On the fifth day they left 
the house in a grossly excited state, were frantically roaming 
around and travelling for the next 36 hours, everywhere 
encountering the evil spirits and the Jews, until the police 
were informed of their deranged behaviour. 

On admission Miss B was fearful, restless, physically 
exhausted, manneristic, making sexualised gestures, and 
constantly referring to the Jews and her sister and brother- 
in-law, who she said were persecuting her. She had 
delusional misidentifications and believed that patients in 
the wards were plotting to kidnap both her and Mr A (who 
was on a separate ward). She showed consistent improvement 
on haloperidol. At the end of one week she was able to 
modify her behaviour, and she no longer suffered delusions. 

Miss B was a 35-year-old Roman Catholic spinster who 
had worked as a stenographer in the Middle East for the 
past nine years. Her own family had migrated from East 
Africa to India in 1970. She lost her father when she was 
an infant. As a child she had low self-esteem and compared 
herself with her other sisters. She was submussive, insecure, 
and suggestible. Miss B remembered herself as always 
craving attention and affection. Her family also believed 
in occult phenomena. 

At the end of their hospital stay of 12 days, both patients 
showed considerable improvement. Miss B had lost her 
delusions of persecution, although she was still desirous of 
meeting the clergyman for guidance. 

Mr A continues to believe in his enlightened status. 
However, he curtailed practising deliverance, and he spends 
a more appropriate amount of time praying. He continues 
psychiatric follow-up. He relapsed one week after discharge, 
when he felt that a shopkeeper was performing black magic 
on him, and he sent for the police. He was put on higher 
dosages of haloperidol. He no longer claims to be in love 
with Miss B, and believes that her evil spirits have weakened 
him, so he now shuns any contact with her. 
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Mr A and Miss B suffered from a psychotic illness 
which fulfils all the criteria of folie à deux as 
delineated by Lasegue & Falret (1877). Dewhurst & 
Todd (1956) set out three criteria for the diagnosis 
of folie 4 deux: positive evidence that partners have 
been intimately associated; a high degree of similarity 
in the general motif and delusional content; and 
unequivocal evidence that the partners accept, 
support, and share each other’s delusional ideas. 
The case illustrated satisfies all these criteria. We 
now discuss a few uncommon features and their 
implications. 

Nine-tenths of cases of folie à deux are reported 
to occur in families (either blood relations or spouses) 
(Signer & Ibister, 1987). Our patients were neither; 
their close association and the subsequent shared 
psychosis were determined by their unique personality 
organisations and socio-religio-cultural milieu. Mr A, 
the dominant character, was already suffering from 
paranoid schizophrenia, as is commonly reported in 
folie à deux (Soni & Rockley, 1974). Miss B showed a 
personality profile suggestive of histrionic dependent 
traits. She had always been suggestible and insecure, 
with low self-esteem. By virtue of her personality she 
acquired delusions more easily, but also shed them 
more easily (Dewhurst & Todd, 1956; Soni & 
Rockley, 1974). Mr A instilled into the mind of 
Miss B the notion that her sexual indulgence was the 
result of black magic performed by her Moslem 
colleague. This explanation seemed plausible to her 
and provided her with solace. She continued to be 
in close association with him in order to be delivered 
of evil spirits. The original sexual conflicts re- 
mained unconscious, and she remained symptomatic, 
for example by manifesting ‘possession attacks’. 

Separation of Mr A and Miss B, pharmacotherapy, 
and psychotherapeutic handling of the patients and 
their families resulted in Miss B's rapid recovery. On 
discharge Miss B was no longer deluded but believed 
in occult phenomena only to the extent shared with 
and accepted by her family. Mr A continues to be 
schizophrenic and is under psychiatric treatment. 

The roles of individual families in the development 
of psychopathology are noteworthy. Mr A's two sisters 
had suffered from a brief reactive psychotic episode 
at the death of their mother. The whole family at that 
time believed that the mother had succumbed to black 
magic performed by their maternal uncle. The sisters 
became divorced from reality and exhibited frank 
psychotic behaviour which remitted spontaneously 
within a week. At that time the family did not con- 
sider medical treatment necessary, and so it is not 
surprising that they did not bring Mr A for treatment 
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three years ago, when he became symptomatic for the 
first time. Closer investigation revealed that more 


than half the family possesses the ‘gift of tongues'.' 


Miss B’s family shared similar beliefs in the occult, 
and thus she did not realise the intrapsychic nature of 


her problem. One may speculate that the exacerbation’ 


of a shared paranoid psychosis, which started ten 


months previously, served the purpose of bringing the 
two partners to medical attention. It may not be too 


far fetched to suggest that the onset of their shared psy-: 


chosis itself announced the need for their geographical 
movement away from the alien culture towards the 
culture to which they belonged. As long as their de- 
lusions fell within the realm of possibility, which in turn 
was determined by their own culture, the. problem was 
not appreciated as an illness; however, when they 
crossed the cultural limits of plausibility ‘e.g. feeling 
that the neighbours were Jews in disguise), the families 
became alarmed. 

In a country like India, where there is a. rich, 
strong, religio-cultural milieu, such psychoses with 
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religious themes are commonplace and the majority 
may not be referred to psychiatrists. A liaison 
between the psychiatrist and the faith healer would 
go a long way towards helping such patients. 
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Phentermine and Psychosis 


G. S. DEVAN, 


A case of paranoid psychosis induced by phentermine In a young woman wrth no previous 


history of psychiatric illness is presented. 


In a young and weight-conscious population, dieting 
among Singaporeans is fashionable, ard the main 
methods used to reduce welght are diet and exercise. 
Medications to aid dieting are also available, 
including traditional herbs (Chinese and Indonesian 
medicines) and Western drugs, such as ean 
fenfluramine, and chlobenzorex. . : 
Psychotic reactions to appetite suppressants other 
than amphetamines are not well documented. 


The majority of these anorectic drugs are also 
central nervous system (CNS) stimulants, and in 
descending order of approximate potency, they are 
dexamphetamine, phentermine, chlorphentermine, 
mazindol, diethylpropion, and fenfluramine (Nir, 
1980). Phentermine bas a similar spectrum of 
pharmacological effects to amphetamines, but it 
has weaker CNS stimulation effects (Yelnosky 
et al, 1969). Structurally, phentermine has a close 
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resemblance to amphetamine, except it has an 
additional methyl group on the alpha carbon atom. 

Experimental evidence (Garattini et al, 1978) has 
shown that phentermine has the property of 
increasing brain noradrenaline and dopamine, but 
its potency is much less than that of amphetamines. It 
has no effect on serotonin. Garattini ef al also 
produced evidence that as for amphetamine, the 
anorectic activity requires an intact noradrenergic 
system, whereas with phentermine it is still not clear 
which of the catecholamine systems are involved. 


Case report 


A 22-year-old, single Eurasian woman took phentermine 
(30 mg per day) for nine months. Three months after 
increasing the dose to 90 mg per day she developed a 
paranoid psychosis, feeling that colleagues were talking 
about her and were passing messages about her personal 
affairs through code words. She then began to feel tortured 
by unknown persecutors and claimed that they used the 
media (television and newspapers) to spread malicious 
remarks about her. She also complained of hearing vague 
voices from unknown sources. 

On admission she had paranoid délisions in clear 
consciousness directed at family, office colleagues, and 
strangers. On the ward she became paranoid towards her 
doctors and felt that one doctor was passing confidential 
information about her to the outside world using *hand 
signals’. She was suspicious, but there was no evidence of 


'an affective disorder. After withdrawal of phentermine, her 


condition improved when trifluoperazine (5 mg twice daily) 
was prescribed in the'second week of admission, increasing 
to 5 mg twice daily and 10 mg at night. On the 15th day 
she was discharged free of symptoms. 

Two days after discharge she went back on phentermine 
(90 mg daily), against medical advice. Within a week she 
developed paranoid delusions towards family members, and 
when shopping she felt that the shoppers were talking about 
and trifluoperazine (5 mg three times daily) was prescribed. 
She recovered fully after seven days and returned to work. 

At three-year follow-up she remained well without 
medication and had not taken phentermine again. 

The patient is fourth in a sibship of five and there is no 
family history of psychiatric illness. She had had no 
previous history of mental illness. She was obese till the 
age of ten, and as a teenager she went on a diet and exercised 
vigorously. Her personality was described as sensitive. There 
was no evidence of psychic or environmental cause for her 
psychosis other than phentermine. 


' Discusslon 


The author believes that the psychosis was induced 
by a dosage of phentermine above the recommended 
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level. The psychosis responded to withdrawal of 
phentermine and treatment with an antipsychotic. 
As phentermine has a tendency to increase brain 
dopamine levels, the psychosis could have been 
caused by this. 

Psychosis associated with anorectic drugs has 
been reported with fenfluramine (Shannon er al, 
1974), diethylpropion (Hoffman, 1977; Brooke ef al, 
1988; Carney, 1988), and phentermine (Rubin, 1964; 
Murray, 1964; Brooke ef al, 1988). Most of 
these patients were women. Hoffman followed up 
his two patients, and showed that the drug had 
in fact precipitated schizophrenia (Hoffman, 1983). 
In the case reported by Rubin (1964) phentermine 
had brought about an exacerbation of a pre-existing 
schizophrenic illness. 

Patients may not reveal taking appetite suppres- 
sants, as they may consider 'diet pills' as similar to 
vitamin pills. To avoid pitfalls in diagnosis it 
is therefore imperative that an accurate drug 
history be taken. Secret usage of such drugs should 
be suspected when a female patient presents 
with a transient psychosis which resolves rapidly 
and completely with antipsychotic medication. 
The clinical picture of psychosis associated with 
appetite suppressants may' actually mimic schizo- 
phrenia. 
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Editor. Ian Pullen 


Contents: Misuse of psychiatric terms/Confounds in 
CT studies of schizophrenia/Age of onset of de- 
pression in the elderly/Who benefits from lithium?/ 
The new genetics/"New chronics'/Is schizophrenia a 
G-I disease?/More on multiple personality disorder/ 


Life events and management in sclhizophrenia/. 


Pimozide in pathological jealousy/Zanc taste test and 
postnatal depression/Musical hallucinations. 


Misuse of psychiatric terms 


Sir: Psychiatrists frequently find that terms which 
apply to mental illness are used inappropriately by 
the media. Not uncommonly, newspaper articles 
include comments such as, "Mr X is adopting a 
schizophrenic approach to: this issue". 

In Northern Ireland we have the added problem 
that pseudo-psychiatric terminology is employed by 
politicians, clergy, and others when speaking about 
terrorist violence. Members of the IRA, UVF, and 
UDA are variously described as “madmen”, “mad 
dogs", “lunatics”, "deluded", ‘“‘mindless”, ‘“‘pos- 
sessed”, “mentally ill", “crazed”, and "'psycho- 
pathic”. In commenting on a recent killing by the 
IRA, Neil Kinnock said, “The killing was not the 
work of a deluded activist but of a psychopath; 
someone who cannot possibly convince himself he is 
serving a political cause, but is undertaking an attack 
with such cruelty that he simply fulfils a 5loodlust"'. 

The reality, however, is that most Irish terrorists 
are neither mentally ill nor sociopathic. Lyons & 
Harbinson (1986) compared terrorist murderers in 
Northern Ireland with other murderers. They con- 
cluded that the former exhibited significantly less 
psychopathology than the latter. Paramilitary killers 
had a much lower incidence of personality disorder in 
the family, were much less likely to have consumed 
alcohol prior to the murder, and had a lower inci- 
dence of mental illness (16%) than ron-terrorist 
murderers (58%). 

Members of the (nationalist) IRA and the (union- 
ist) UVF and UDA are in general normal from the 
psychiatric point of view. They believe that they are 
fighting a just war. The recent television programme 
concerning the'former and now repentant IRA letter 


bomber Shane Paul Doherty portrayed a young man 
who was and is inherently normal, but who re- 
sponded intuitively to the sectarian subculture in 
which he was reared. 

Politicians and clergy in Northern Ireland often 
try to avoid looking at the reasons why we have a 
sectarian society in which violence is endemic. Hence 
the recruitment of pseudo-psychiatric gobbledegook 
in an attempt to pretend (or wish) that violence 
occurs because of the mental instability or moral 
depravity of individuals. It is very similar to the 
Victorian attempt to sidestep embarrassing issues 
such as homosexuality by decreeing them to be a 
form of mental illness. 

What can psychiatrists do about the misuse of psy- 
chiatric terms or concepts? Probably the most effec- 
tive strategy is to write (politely) to the individual 
concerned and appraise him of the implications of 
such careless misuse. I shall therefore be sending a 
copy of this letter to Mr Kinnock. 

PuL J. MCGARRY 
Purdysburn Hospital 
Belfast 
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Confounds in CT studies of schizophrenia 


Sm: Kaiya et al (Journal, October 1989, 155, 444— 
450) correctly assert that determining biologically 
distinctive subgroups of schizophrenic individuals is 
animportant goal for modern psychiatry. In particu- 
lar, the demonstration and successful discrimination 
of familial and non-familial forms of the illness 
would focus the search for disparate aetiologies in 
these subgroups, as well as inform the construction 
of pedigrees for molecular genetic analyses. To this 


end, Dr Kaiya et al report differences in ventricular: 


brain ratio (VBR) and sylvian fissure widening 
among controls and familial and non-familial 
schizophrenic individuals: 
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While we applaud the approach taken, we find it 
difficult to interpret the reported results. We are wary 
of significance levels uncorrected for multiple com- 
parisons, and of the use of controls screened to 
exclude those with cerebral abnormality as a com- 
parison for scans without such screening. We are par- 
ticularly concerned by the varying proportion of 
male and female subjects in the groups compared. 
Although the VBR measure attempts to correct for 
varying brain sizes by constructing a ratio of ven- 
tricular size to brain size, VBR varies positively as a 
function of brain size, which is in turn positively 
related to overall body size. Male subjects, generally 
larger than female subjects, have significantly larger 
VBR measures as well (Bridge et al, 1985). 

An examination of the results of Dr Kaya et al 
reveals that where differences in VBR are found 
between groups, there are also differences between 
the proportion of male subjects in these groups, with 
a larger proportion of males associated with larger 
VBR. The strength of this possible confound 1s indi- 
cated by calculating the correlation between the ratio 
of male to female subjects in a subgroup and the 
mean VBR, (lateral ventricles VBR) reported for 
that subgroup; here r=0.994, P<0 005 for the non- 
familial, familial (horizontal), familial (vertical), 
and familial (mix) subgroups, and remains high (r= 
0.963, P<0.005) after including the control subjects. 

It is my hope that by controlling intersubject 
variability due to gross physical differences such as 
height, continuing investigation of subtle differences 
between subgroups of schizophrenic individuals will 
reveal robust cerebral morphometric differences use- 
ful in elucidating the pathophysiological bases of 
schizophrenic illness. 

LORING J. INGRAHAM 
Laboratory of Psychology and Psychopathology 
National Institute of Mental Health 
Bethesda, MD 20892 
USA 
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Sm: We were interested to read the study by Kaiya et 
al (Journal, October 1989, 155, 444—450). In common 
with similar studies, the use of high technology in 
psychiatric research seems to have excused the 
authors from sticking to the scientific conventions of 
a plausible, testable hypothesis which is adequately 
tested. Firstly, the hypothesis of three genetically dis- 
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tinguishable sub-groups in the aetiology of schizo- 
phrenia has little or no precedent to our knowledge, 
nor much in the way of rationale. Secondly, the 
hypothesis is not tested properly. The control group 
was not, as might be expected, healthy volunteers, 
but neurology patients. They were collected retro- 
spectively, were not matched for age or sex, and most 
surprisingly were not psychiatrically assessed In 
addition, there 1s nothing to indicate that the multi- 
variate analysis was performed with the intention 
of making planned comparisons. Consequently, 
the suggested associations between the CT find- 
ings in schizophrenic sub-groups may well be 
accidental 

It is a pity that with such a topical subject the study 


failed to be rigorous enough. 
PAUL CRICHTON 
Tim HUGHES 
Gordon Hospital 
Bloomsbury Street 
London SWIV 2RH 


Age of onset of depression in the elderly 


Sir: The interesting papers by Musetti et al (Journal, 
September 1989, 330—336) and Burvill et al (Jounal, 
November 1989, 673—679) concerning depression in 
later fe and age of onset prompted me to examine, in 
the light of their findings, data from a previously 
described cohort of elderly patients with major 
depression (Baldwin & Jolley, 1986). 

Details of whether the age of onset was before or 
after the age of 60 was available for all but two 
patients: 77 were late onset and 21 early onset. Late- 
onset patients were significantly older at the index 
admission than the early-onset group. 74.7 years 
compared with 71 5 years (t-test, P « 0.01). Unlike 
Dr Burvill et al I did not find that early-onset patients 
were more depressed, although the cohort as a whole 
were more severely depressed than theirs (Hamilton 
Rating Scale for Depression (17 item) scores. late- 
onset 27.8, early-onset 27.2; NS). However, like 
them, I found no significant differences in family 
history of depression. Twenty-three percent of the 
late-onset group (n—62) and 21% (n=19) of the 
early-onset group had a positive history, although 
this data was missing on 17 patients. Likewise, there 
were no differences in the numbers dying or devel- 
oping dementia during the follow-up period or in the 
overall outcome using the classification of Post 
(1972). Although adverse life events occurring in the 
previous 12 months were more common compared 
with the cohort of Dr Burvill et al, as in their study, 
the proportions did not differ significantly between 
the groups. Bereavement was the commonest event 
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1n both early-onset and late-onset cases. Also, like Dr 
Burvill et al I found an excess of physical health prob- 
lems, notably chronic, active disease, among the late- 
onset group, but similarly these differences were not 
statistically significant. Using a simple health rating 
(Baldwin & Jolley, 1986) the late-onset group scored 
a mean of 2.25 compared with 2.00 fo: the early- 
onset group (NS). 

This data supports the findings of Dr Burvill et al. 
Their paper and that of Dr Musetti er a/ suggest that 
perhaps the adage "depression is depression at any 
age" is largely true. Although the findings of a posi- 
tive family history of depression were in the expected 
direction, surprisingly high rates were found for the 
late onset groups—two-fifths in the study of Dr 
Burvill et al — thus challenging another conventional 
myth that a positive family history of depression 1s 
rare in depression arising in later life. 

Does this mean that the search for specific aetiolo- 
gical factors in late-life depression is fruitless? I think 
not. The limited evidence we have suggests that aetio- 
logical differences between late- and early-onset de- 
pressions are subtle — see for example the pioneering 
work of Jacoby et al (1981) concerning biological 
factors. Unravelling aspects of biological, genetic, 
and life event factors in the genesis of depression in 
old age, not to mention the tantalising but neglected 
area of personality and temperament touched on by 
both sets of authors, will necessarily require studies 
involving much larger numbers of elderly patients 
than those to date—surely a strong argument in 
favour of collaborative research. 

BoB BALDWIN 
York House 
Manchester Royal Infirmary 
Manchester M13 9BX 
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Who benefits from lithium? 

Sir: Markar & Mander (Journal, October 1989, 155, 
496—500) report the outcomes of a selected group of 
bipolar patients on lithium as only marginally su- 
perior to those of a group not taking lithium, but as 
the subjects were not randomised the validity of the 
outcome comparison is dubious. The efficacy of lith- 
1um prophylaxis is well established, but c'early not all 
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patients benefit from lithium (Priern er al, 1984) and 
certain characteristics are associated with a better 
response (Abou-Saleh & Coppen, 1986; Bouman et 
al, 1986). Until predictors of treatment response are 
more refined and reliable, practice should remain 
initially to treat all bipolar patients. The crucial 
question for the clinician is whether the course of an 
individual's illness is beneficially affected by the in- 
troduction of lithium, and this cannot be answered 
without detailed data collected longitudinally. 
Studying the outcome of a cohort of patients that will 
include good and poor responders will minimise a 
lithium effect and fail to address the problem facing 
the clinician, where the *before and after' design has 
more relevance to the ordinary clinical situation. 

A recent prescribing survey of lithium clinic 
attenders (Anderson, 1989) included 61 bipolar 
patients whose past records were available for study. 
Patients had a mean duration of illness of 21 years 
(13.5 years pre-lithium) requiring a mean of 7.6 ad- 
missions (5 pre-lithium) with a range of illness 
duration of up to 47 years, the maximum number of 
admissions being 33 over 28 years. When the whole 
group (n= 61) was considered regarding relapse rate 
(relapses per unit time) there was no significant dif- 
ference between the periods before and after the start 
of lithium treatment. However, this concealed a 
sub-group (n —27) who had no admissions following 
lithium prophylaxis yet were statistically indis- 
tinguishable from lithium relapsers in terms of 
duration of illness before lithium, relapse rate before 
lithium, and time on lithium (mean 7.1 years). This 
study design also tends to bias against a lithium effect 
(Hullin et al, 1972). 

The problem facing the clinician is that of not hav- 
ing easy access to this sort of data that will allow the 
identification of poor responders who are not ben- 
efiting from long-term prophylaxis but whose psychi- 
atric histories are buried in the depths of mupe 
case notes. 

Lithium clinics and registers should create coat: 
nuity of care, allow collation of the data necessary for 
informed clinical judgements about continued treat- 
ment, and provide valuable populations for research. 
Case notes and clinical memory cannot handle and 
organise the amount of longitudinal data needed to 
objectively evaluate treatment response in the nor- 
mal clinical setting, and computerisation is essential 
to store, organise, and retrieve information used to 
chart progress and assist the clinician, researcher and 
auditor. 

D. N. ANDERSON 
Fazakerley Hospital 
Longmoor Lane 
Liverpool L9 7AL 
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The new genetics 


Sm: I would like to broaden the debate on the impli- 
cations of the new genetics and psychiatry started by 
Pelosi (Journal, October 1988, 153, 570), David 
(Journal, January 1989, 154, 119), and Bristow 
(Journal, June 1989, 154, 882). Granted, psychiatric 
genetics is always going to be controversial and has 
potential for.abuse by governments for ideological or 
economic reasons. Genotyping, when it becomes 
available, could also lead to discrimination against 
individuals by employers and insurance and mort- 
gage companies. ‘This has considerable social and 
economic implications, and there must therefore be 
safeguards to ensure strict confidentiality to protect 
people’s human rights. A strong case can be made for 
setting up a body to consider these issues. Perhaps 
the lessons learned from the AIDS epidemic and HIV 
testing will be uséful in developing genetic testing 
services. 

As our knowledge of psychiatric genetics in- 
creases, the demand for genetic counselling and 
abortion is likely to increase. This is another emotive 
and under-researched area, but would increase the 
options available for prospective parents. Some rela- 
tives of schizophrenics will welcome the chance to 
choose to abort a genetically vulnerable foetus. 
Other relatives who have deliberately refrained from 
having children may be reassured by marker studies 
that they are at low risk of transmitting the disease 
and thus decide:to start a family. Some families will 
choose to avoid the choice. 

A major role of the genetic counsellor should be to 
furnish families with information upon which they 
can make their own decisions. Unfortunately, the 
estimate of risk is always likely to be vague as the 
penetrance of schizophrenia is incomplete and vari- 
able. In the families studied by Sherrington et al 
(1988) the penetrance was 71% for schizophrenia. 
This is an unusually high figure. We know that there 
are high density families with severe disease, and in 
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these families the decisions regarding abortion facing 
prospective parents may well be easier than for other 
families with lower penetrance and illness density. 

It is possible that the penetrance will fall over the 
next generation. Research is likely to focus on how to 
minimise morbidity in the genetically vulnerable and 
this may involve psychological, social, or physical 
intervention or other such measures such as fas- 
tidious obstetric care. However, children growing up 
with a known schizophrenia genotype will face 
special, potentially stigmatising problems of their 
own and this, together with the emotional reactions 
arising in schizophrenic families as a result of geno- 
typing, could pose a new set of challenges for 
psychiatrists. 

Tm READ 
Wolfson Building 
Middlesex Hospital 
Riding House Street 
London WIN 8AA 
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‘New chronics’ 


Sir: We were most interested to read the paper by 
McCreadie & McCannell (Journal, September 1989, 
155, 348—351). There are a small number of studies 
following up patients from individual hospitals. We 
would like to report the findings of one such study. 
We conducted a follow-up study of all the patients 
(147) admitted to the Psychiatry Department of Hos- 
pital de Sant’ Pau in Barcelona, during 1981. We 
identified 18 (12%) ‘new chronic in-patients’ 
(patients admitted and not discharged) at the end of 
the period. Elderly patients, without family, suffer- 
ing from schizophrenia or organic disorders were 
more prone to remain hospitalised (Ruiz-Ripoll et al, 
1986, 1987). 

We followed these 18 ‘new chronic in-patients’ for 
five years more: seven remained in-patients, seven 
had died: (two suicides), and four were discharged 
(three living in group homes with community psychi- 
atric nurse supervision). So, out of the initial cohort, 
seven patients remained in hospital seven years later. 

“As Drs McCreadie & McCannell demonstrated, 
there are new chronic patients who become old 
chronic patients, and a minority of the new chronic 
in-patients could be discharged if alternative 
accommodation were available. 
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It is necessary to identify the ‘new chronic ın- 
patients' if we are to attend to their needs. 
INMACULADA RUIZ RIPOLL 
Hospital Ntra Sra Montserrat 
S. Boi de Llobregat 
Barcelona 
Spain 
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Is schizophrenia a G-I disease? 

Sir: I read with interest the paper by Lambert et al 
(Journal, November 1989, 155, 619-622) and would 
like to offer a rather different interpretetion of their 
findings. 

It may be perhaps that the controls in this study 
were particularly healthy, in that every one appeared 
to have a similarly low urinary excretion of “Cr 
EDTA. The 24 schizophrenic patients, apart from 
the two with somewhat raised values, were within the 
same range and were 1n fact as normal as the con- 
trols. I do not find this result surprising, as all but one 
were medicated. The exception had previously been 
tested when taking neuroleptics. We are not told how 
long this patient had been off drugs. They could 
perhaps still have been exerting their effects. 

Neuroleptic drugs are known to stabilise mem- 
branes, including the gut membrane. P. S. Guth 
(pers. comm.) wrote that when he and his colleagues 
were first studying chlorpromazine it was thought to 
be inhibiting its own absorption. This drug 1s pre- 
sently being used as an anti-secretory agent in the 
treatment of cholera and other diarrhoeral con- 
ditions. It seems very possible that the neuroleptics 
taken by the patients in this study could have 
been the reason for their apparently normal gut 
permeability. 

The Schizophrenia Association of Great Britain 
(SAGB) had previously considered supporting a 
study similar to this using Cr EDTA, but I was 
worried about the effects of medicatian on the val- 
idity of the results of such an experiment. The exper- 
iment was dropped largely as a result of these doubts. 

The SAGB has initiated, and is funding, a pro- 
gramme of research in the Department of Bio- 
chemistry in the University of Wales, Bangor, under 
the supervision of Professor J. W. Payne and Dr J. I. 
Davies. A gut permeability study is underway with 
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Schizophrenic patients, their near relatives, and con- 
trols. We have also asked the researchers to investi- 
gate the effect of neuroleptics on gut permeability. 

It would seem important to investigate gut per- 
meability in never-medicated patients before dis- 
missing too readily the idea that schizophrenia may, 
for at least a sub-group of patients, be related to 
coeliac disease. Anecdotally, it has seemed to me that 
there is a reduction in digestive troubles in well- 
medicated schizophrenic patients. In the absence of 
non-medicated schizophrenics, further permeability 
studies on their near relatives might throw light on 
the genetic lesion in schizophrenia. 

There is a high incidence of coeliac disease among 
the families of SAGB members in which there is also 
a patient with schizophrenia. Out of 239 returned 
questionnaires sent to members, there were 10 cases 
of coeliac disease, three of which were ın the patient 
and seven in a near relative. The incidence of the 
disease in the general population is said to be between 
1/500 and 1/2000. Were permeability studies to be 
done in families in which there is both schizophrenia 
and coeliac disease, it might be possible to identify a 
sub-group of schizophrenia related in its pathology 
to coeliac disease. Such patients might respond to 
a dietary treatment. Certainly I knew one schizo- 
phrenic, whose first cousin was a coeliac, who im- 
proved greatly on a gluten-free diet. I know also 
of two families in whom of two siblings, one was 
schizophrenic and the other coeliac. Unhappily, one 
of each pair (one coeliac and one schizophrenic) 
committed suicide. 

There is much evidence that members of the SAGB 
suffered a high incidence of digestive problems before 
the onset of their schizophrenia. It would seem ex- 
tremely premature to dismiss lightly the long-held 
view that schizophrenia is primarily a disease of the 
digestive system in which the brain is only second- 
arily affected by the disease process. This view was 
held at the beginning of the 19th century. It is essen- 
tial in all gut studies investigating this possibility to 
beware of the direct effect of neuroleptics in stabilis- 
ing membranes. The gut may be their chief site of 
therapeutic action. Who knows? 

GWYNNETH P. HEMMINGS 
International Schizophrenia Centre 
Bryn Hyfryd, The Crescent 
Bangor, Gwynedd 


More on multiple personality disorder 

Sm: Simpson (Journal, October 1989, 155, 565) 
hypothesised that multiple personality disorder 
(MPD) is an “iatrogenic, largely culture-bound dis- 
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order, with some resemblances to folie à deux ... 
which is created by clinicians, the media, and the 
health care system through “‘selective reinforcement 
of symptoms". Simpson 1s but one of a number of 
clinicians recently who have professed to have seen 
either none or at the most one patient with MPD, yet 
find themselves qualified to comment on the diag- 
nosis, aetiology, and treatment of MPD (Levitt, 
1988; Fahy, 1988). What has become of the scientific 
method? Conclusions about such matters should 
only be made after thoroughly reviewing the liter- 
ature or after accumulating a robust series of cases. 

The history of MPD dates back to antiquity 
(Ross, 1989). Since 1860 over 700 scientific articles, 
chapters, books, etc. have appeared on MPD 
(Coons, 1986-89). Half of this literature has 
appeared since 1980, when MPD was first recognised 
as a diagnosis in the DSM-III. 

Although there are a few ‘media multiples’ who 
derive much secondary gain from their illness as 
Simpson suggests, this pattern is not common. Most 
patients with MPD are deeply troubled by their ill- 
ness and therapy can be very arduous. I've found few 
clinicians who make a spectacle out of demonstrating 
their “talented offspring" and showing their “latest 
cute trick". 

Professor Simpson is incorrect when he states that 
“a very small number of clinicians report the great 
majority of case reports". The 211 case reports in the 
English literature have been reported by 180 different 
clinicians. The International Society for the Study of 
Multiple Personality and Dissociation has a mem- 
bership of over 1300 clinicians, predominately in the 
United States and Canada, and most have .seen 
patients with MPD. I have personally corresponded 
with numerous clinicians from throughout North 
America, several Latin American nations, numerous 
European countries, and Australia who have 
encountered MPD. Analogues of MPD exist in 
Africa and Asia. The few clinicians who have 
reported large series of cases have amassed these 
over 10-15 years and have large referral areas 
encompassing several states or provinces. 

A recent issue of Dissociation (Kluft, 1989) was 
devoted to the iatrogenic aspects of the diagnosis and 
treatment of MPD. It 1s clear that dissociative symp- 
tomatology may be worsened by improper forms of 
treatment. In occasional instances new personalities 
may form over the course of treatment secondary to 
new traumatisation. At this time, however, the most 
common iatrogenic problem 1s not making a 
diagnosis of MPD and instituting proper treatment. 

PHILIP M. Coons 
Indiana University School of Medicine 
Indianapolis, Indiana 
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Sm: Simpson (Journal, October 1989, 155, 565) has 
stated that multiple personality disorder is an 1atro- 
genic artifact, and that it does not occur as a natural 
condition. Neither he nor Fahy (Journal, November 
1988, 153, 597-606), upon whom Simpson com- 
ments, refer to the substantial evidence accumulated 
in North America that MPD is a relatively common 
post-traumatic disorder of dissociative type, linked 
to severe chronic child abuse. 

Rather than disagreeing with Professor Simpson 
on an ideological level, I would like to point out that 
these two competing hypotheses about MPD could 
be tested using the Dissociative Experiences Scale 
(Bernstein & Putnam, 1986) and the Dissociative 
Disorders Interview Schedule (Ross, 1989; Ross et al, 
1989) 

If all individuals admitted to an acute care adult 
psychiatric in-patient unit in Britain or South Africa 
were screened with the Dissociative Experiences 
Scale, I predict that about 1576 would score above 
30. Of these individuals, one-third would meet 
DSM-III-R criteria for MPD on the Dissociative 
Disorders Interview Schedule, and one-third would 
have another dissociative disorder. 

Review of the past histories of these individuals 
with MPD would reveal that they had been in the 
mental health system for an average of between five 
and ten years. Only part of their complex symptom 
clusters would have been documented during this 
period. The dissociative disorders would not have 
been diagnosed because of failure to enquire 
systematically about dissociative symptoms. 

In some countries the prevalence of dissociative 
disorders would vary from that in North America, 
perhaps due to chronic childhood trauma in the form 
of war, famine, and natural disaster, or a different 
prevalence of child abuse. Although an actual calcu- 
lation would be difficult to make, conceptually the 
correction factor for the prevalence of dissociative 
disorders in other parts of the world compared with 
that in North America would be the ratio of trauma 
in those countries compared with that in North 
America. MPD would occur in response to chronic 
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severe trauma only within a window of vulnerability 
ending in early adolescence. 

If anyone in Britain, South Africa, or any other 
country outside North America would like to con- 
duct such a study, I can be contacted at the address 
below. Once such studies had been conducted, we 
could then begin a scientific discussion. 

CoriN A. Ross 
Department of Psychiatry 
St Boniface Hospital 
409 Tache Avenue 
Winnipeg 
Manitoba R2H 2A6 
Canada. 
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Life events and management in schizophrenia 


Sir: We have previously reported (Tarrier et al, 
Journal, October 1988, 153, 532—542) on the success 
ofa behavioural intervention with families to reduce 
relapse rates in schizophrenic patients living with 
high expressed emotion (EE) families compared with 
a short educational intervention and routine treat- 
ment. We also found that in families receiving the 
family intervention there were significantly greater 
changes in the relatives’ ratings of EE from high EE 
to low EE over the nine month follow-up. Hence 
there appears to be an association between relapse 
rates and change in the relatives’ EE ratings. It could 
be hypothesised that reduction in the relatives! EE 
resulted in reduced relapses, although these data do 
not provide unequivocal support for this hypothesis. 
We were interested in examining alternative hypoth- 
eses for the different relapse rates. It could be possible 
that the family intervention resulted in the patient 
having greater contact with the psychiatric services in 
general, or receiving higher doses of medication or 
showing greater medication compliance. However, 
we could find no evidence to support these 
alternative hypotheses. 

A further possibility that we did not examine at the 
time, although the data were collected, 1s that 
patients in the high-EE education and routine treat- 
ment groups experienced more independent life 
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events than patients in the family intervention 
groups, the occurrence of major life events being as- 
sociated with relapse. Data on life events over the 
nine month follow-up period was collected on 77 
patients. Of these, 50 (65%) did not experience a life 
event. Three patients (16%) from the low-EE groups, 
six (20%) from the high-EE education and routine 
treatment groups, and 17 (61%) from the behav- 
ioural intervention group experienced at least one life 
event. À Kruskel-Wallis one-way ANOVA demon- 
strated that this difference was highly significant 
(x? = 19.02, P 0.001) due to the very high frequency 
of life events in the behavioural intervention group. 
The hypothesis that a higher frequency of life events 
would be associated with the higher relapse rates in 
the high-EE education and routine treatment group 
was not confirmed. In fact, patients in the behav- 
ioural intervention group experienced more frequent 
life events and showed a decreased frequency of 
relapses. Similar results have been reported by 
‘Falloon and his colleagues in their intervention study 
(Hardestry et al, 1985). 

These results suggest that family interventions 
designed to improve the family members' ability to 
cope with stress are successful in reducing the nega- 
tive effects of major life events. This is evidenced by 
one patient in the family intervention group who had 
‘a 25-year history of schizophrenia involving 13 hos- 
pital admissions. She experienced seven independent 
life events over the 9 month post-discharge period, 
but remained symptom free over this period and was 
still well at two-year follow-up. 


NICHOLAS TARRIER 

Department of Psychology 
Badham Clinic 
University of Sydney 
NSW 2006, Australia 

CHRISTINE BARROWCLOUGH 
School of Psychology 
University of New South Wales 
NSW 2033, Australia 
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Pimozide in pathological jealousy 

Sir: It was with considerable dismay that I read 
Cohen’s scathing attack (Journal, November 1988, 
153, 714) upon our ‘brief report (Journal, August 
1988, 155, 249-251). Our suggestion that pimozide 
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improved our patient's morbid jealousy did not con- 
vince him, and indeed, he seems to believe that we 
actually missed an alcoholic in the process. The facts 
of the matter are these: the patient was not an al- 
coholic, although he did take alcohol at least once per 
week, and he would have been treated as such were 
such a condition present. The patient responded well 
to pimozide, at the dosage stated, and remained 
symptom-free for 5 months. At that time, he chose to 
discontinue his pimozide therapy, and the pathologi- 
cal jealousy re-emerged Pimozide was once again 
used, with an excellent response again being noted. 
The patient had taken no alcohol for several months 
at that time, and there was no question of ethanol 
being involved in the syndrome. These details might 
serve to convince Dr Cohen of the efficacy of this 
preparation in the treatment of this syndrome. 

Lamentably, alcoholism is all too frequently seen 
in our country, and had it been present in this situ- 
ation, the problem would have been addressed. Dr 
Cohen is correct in assuming that drinking is discour- 
aged among alcoholics on admission to our unit— 
but this patient’s symptoms could not be attributed 
to that cause, and he was not managed along the lines 
suggested, for this very reason. 

ALAN BYRNE 

Alberta Hospital Ponoka 
Box 1000, Ponoka, Alberta 
Canada TOC 2H0 


Zinc taste test and postnatal depression 


Sm: Bryce-Smith & Simpson (1984) have reported 
isolated patients with anorexia nervosa and "other 
depressive or neurotic states” being unable to taste a 
dilute zinc solution and responding to subsequent 
treatment with zinc sulphate, resulting in improved 
taste and mood. Additionally, there have been 
suggestions that postnatal depression may be linked 
to low levels of zinc caused by the demands of preg- 
nancy, childbirth (with loss of placental zinc), and 
lactation, exacerbated by low dietary intake of zinc 
and by stress (Meadows et al, 1981; Ministry of Agri- 
culture, Fisheries and Food, 1981; Cousins, 1986). 
Inability to taste a very dilute solution of zinc sul- 
phate (the zinc taste test) has been proposed as a 
screening tool for identifying zinc deficiency. 

We would like to report two investigations which 
question the association. between postnatal de- 
pression and failure of the zinc taste test. 

The first was in 12 patients being treated in a psy- 
chiatric unit for various forms of severe postnatal 
depression who were given the zinc taste test as de- 
scribed by Bryce-Smith & Simpson at between 2 and 
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30 weeks after delivery (Mean=11 weeks) Seven 
reported no or a weak taste and five a positive or 
strong taste. According to Bryce-Smith & Simpson's 
(1984) criteria, no taste or a weak aftertaste would 
indicate a poor zinc status. In practice, it is very diffi- 
cult to differentiate between “an aftertaste with no 
taste immediately apparent" and a “definite taste 
which intensifies with time". Many of the mothers 
found it difficult to describe the taste sensation. Only 
one of the patients reporting a weak taste (different 
from water) said that she could not taste anything 
imtially, and it is notable that only one patient 
showed a complete inability to taste. 

The second investigation was a prospective popu- 
lation study starting in mid-pregnancy, and involved 
less severe forms of postnatal depression. Mothers 
returned a questionnaire, some weeks after delivery, 
containing the Irritability, Depression, Anxiety Scale 
(Snaith et al, 1978), the subscales of which were com- 
bined to give a total depression score. Seventy-six per 
cent of these were returned between 9 and 19 weeks 
postpartum. 

Of all the patients, 20% scored over 16 on the de- 
pression scale and were judged to be showing stgns 
of mild to moderate postnatal depression. Higher 
Scores were equated with increased seventy of 
depression, and 9% scored over 20. 

A total of 337 of these mothers had had the zinc 
taste test administered within 48 hours of delivery. 
The taste test was carried out as before, with the 
responses divided into ‘tasters’ and ‘non-tasters’ 
Two hundred and ninety-seven patients who could 
taste the zinc solution returned depression scores 
with a mean of 11.33+6.7, and 40 non-tasters 
returned a lower but not significantly different mean 
score of 10.75 3- 5.6. 

We conclude, from unselected population data, 
that the zinc taste test is not useful as a predictive test 
for mothers suffering from post-natal depression 
Zinc solutions are being marketed with claims of 
both diagnostic and therapeutic value. We feel that 
thereis no evidence at present to support this practice 
in relation to postnatal depression. 

P. M. MARKOVITS 
Department of Child Health 
University of Bristol, Bristol BS2 8BJ 


A. W. SANKEY 
Mother & Baby Unit 
Barrow Hospital, Avon 
D. K. JAMES 
R. MCCABE 
K. MAHOMED 
J. GOLDING 


University Department of Obstetrics & Gynaecology 
Bristol 
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Musical hallucinations 


Sir’ Fenton & McRae (Journal, September 1989, 
155, 401—403) report the case of musical hallucina- 
tions in a deaf elderly woman. I would liketo report a 
similar case. 


Case Report: 
A 74-year-old widow, living alone, was admitted as an 
emergency to the acute Psychiatric Unit of the District Gen- 
eral Hospital after she had become acutely disturbed. She 
left her taps on, had broken most of her crockery and was 
banging on the walls claiming that she was being tormented 
by hallucinatory voices. All routine investigatians were nor- 
mal, including physical and neurological examinations, full 
blood count, ESR liver function tests, B12 thyroid screen, 
chest, skull X-ray, and EEG. Behaviour improved follow- 
ing treatment with trifluoperazine (3 mg t.d.s.). She con- 
tinued, however, to complain of an insistent hallucinatory 
voice emanating from her vagina — in the fo-m of songs 
being repeated over and over again, the main ones being 
"The Old Rugged Cross’, ‘Jerusalem’, and ‘The Hallelujah 
Chorus’. She was not able to dismiss these hallucinations, 
and attempts at increasing medication did no: bring them 
under control. The patient was often noted.to sing along 
with the voices; at other times they appeared tc irritate her. 
Six years before this admission she had begun to com- 
plam of vaginal pain. Over the years she was investigated 
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intensively, receiving consultations with a gynaecologist, 
orthopaedic surgeon, physician, psychologist, and the pain 
clinic. Apart from some mild atropic vaginitis, no treatable 
pathology could be found. She was noted to be becoming 
increasingly deaf, and acquired a hearing aid. 

After intensive investigation she was referred to the psy- 
chiatry department, the diagnosis then being psychogenic 
pain, possibly secondary to atypical depression. By this 
time she had already been on a large number of analgesics 
anda number of antidepressants, none of which had helped. 

She was independent and socially active, having had no 
previous psychiatric disturbance. She had been married for 
44 years, her husband dying suddenly of a cardiovascular 
arrest 10 years before the admission. Four years after his 
death she had become involved in a sexual relationship with 
a man 30 years younger than herself. She felt unhappy and 
guilty about this relationship, but was unable to end 1t. The 
psychologist felt that the development of the pain was an 
attempt to bring the unsatisfactory relationship to an end. 
However, despite the fact that the relationship ended, the 


pain persisted. 
She later admitted that she had been hearing the halluci- 


nations from her vagina the whole time, but had changed 
the symptom into a pain because she felt intensely 
embarrassed. 


This case is interesting in that it outlines several of the 
features mentioned by Drs Fenton & McRae: the 
patient had long-standing deafness, and had 
embarked on a relationship with another man much 
younger than herself late in life. The patient was re- 
luctant to report her symptom because of the fear 
that she would be deemed mad. Although major 
tranquillisers alleviated the symptom, the problem 
did not resolve entirely. Detailed psychometric test- 
ing was not performed, but there was no evidence of 
cognitive impairment at the time of presentation, nor 
on subsequent follow-up. 

I. MCLOUGHLIN 
The Royal Victoria Infirmary 
Queen Victoria Road 
Newcastle upon Tyne NE1 4LP 


A HUNDRED YEARS AGO 


Hypochondria and hysteria in men and women 


Paget and other authorities have pointed out that 
hypochondria is much commoner in men than in 
women. Some physicians are too ready to believe 
that this aphorism implies a precise homology 
between hysteria and hypochondria, the former 
being, so to speak, the form which the lat:er assumes 
m woman. Yet few can deny that men are sometimes 
attacked with a disease bearing all the general symp- 


toms of hysteria. A man may have hysterical fits, or 
may show chronic hysteria, becoming bedridden or: 
fancying that a joint is stiff or inflamed. German and 
Russian authorities have discovered that true hys- 
teria in man is frequent, not in over-civilised 
countries but among semi-civilised nations, such as 
the Circassians and Persians. Dr Mendel has recently 
written a paper in the Deutsche med. Wochenschrift 
on Hypochondria in the Female Sex. He maintains 
its distinction from hysteria. He.distinguishes three 
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forms which he has observed in women. The first is 
characterised by great fear of death or of some dis- 
ease to which the patient is not subject, without 
moral or physical timidity or cowardice in any other 
respect. This form, common in men, is rare in 
women. In the second type, much more frequent in 
the female, the patient believes that some particular 
organ is already diseased, and really feels pain in the 
affected or suspected part. In the third, also common 
in woman, the phenomena of the second type are 
present, with disorder of the special senses and com- 
mon sensation. Hypochondria diminishes during 
pregnancy and increases after childbirth. Dr Mendel 
further dwells on the distinction between hysteria 
and hypochondria. The former begins, as a rule, 
about puberty; the latter appears later in life. In hyp- 
ochondria clavus, globus hystericus, and localised 
anaesthesia, paralysis, etc., are not observed. A feel- 
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ing of fear and anxiety is constant in hypochondria, 
and there is generally pain in the praecordia; the loss 
of hope is marked. These symptoms are unusual in 
hysteria. The troubles of a hypochondriac are stereo- 
typed; in hysteria the patient fancies herself subject 
from time to time to a new disease or symptom. In 
hysteria the local symptoms of a disease are ably 
counterfeited, but the facial expression of suffering is 
best imitated in hypochondria. We all know how a 
young woman with hysterical spinal disease looks 
well-nourished and smiles and talks readily In hyp- 
ochondria in women, as in so many men, the face is 
deep-lined, as though racked with pain and eaten up 
by care. 


Reference 
British Medical Journal, 9 November 1889, 1054. 
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Social Order/Mental Disorder. By ANDREW SCULL. 
London: Routledge. 1989. 360 pp. £30.00. 


For better or for worse — opinions differ widely in this 
regard — the fertile field of research into the history of 
psychiatry of the late 18th and the 19th centuries has 
been largely taken over by scholars belonging to disci- 
plines other than psychiatry. Predominant among these 
are sociologists, of whom Professor Andrew Scull is an 
acknowledged mandarin. Scull is a good scholar and a 
fine, albeit, at times, a fierce writer. He is certainly pro- 
lific; but he tends to pay the price for his prolificity by 
repeating previous published work in later books. Thus, 
a good deal of what he has to say in this book he has 
already said in Museums of Madness (Penguin Books, 
1979). His chapter, “John Conolly: A Victorian psychi- 
atric career”, has appeared in The Anatomy of Madness 
volume 1 (eds Bynum et al, Tavistock, 1984), a con- 
tribution which, incidentally, raised my hackles then as 
it raised them even higher when I re-read it for the 
purposes of writing this review. 

Scull's determined effort to diminish the reputation of 
Conolly will find little favour with psychiatrists who, I 
am convinced, will always regard him as one of the 
major folk heroes of British psychiatry. It may well be 
that he did exhibit certain human frailties. Who doesn't? 
Nevertheless, it is indisputable that three years after 
Conolly felt obliged to resign from Hanwell Lunatic 
Asylum which, during his tenure of office of Resident 
Physician, enjoyed a reputation of excellence second to 
none in Britain, it came to be described in the Middlesex 
County Lunatic Asylum Reports for 1855 and 1856 as 
"an indifferently managed asylum where lunatics are 
herded by the thousand, fed and clothed as paupers, but 
not treated as patients". 

Scull, like other social historians, has little time for 
doctor psychiatrists. It is his apparent belief that the 
eruption and proliferation of county mental hospitals 
in the 19th century was engineered by unscrupulous 
doctors as places to exercise control over socially incon- 
venient people. The truth is that the inspiration to found 
these institutions derived not from doctors but from well 
meaning, socially conscious men, such as the redoubt- 
able Earl of Shaftesbury (Lord Ashley), who were 
appalled by the plight of the mentally disorcered in their 
midst. So great indeed was the outcry that in 1815 a 
Parliamentary Committee was set up. It found that, “If 


the treatment of the mentally disordered in the middling 
or in the lower classes of life shut up in hospitals, private 
madhouses or parish workhouses is looked at, your 
committee is persuaded that a case cannot be found 
where the remedy 1s more urgent." 

It was fervently believed at that time that admission to 
a mental hospital would in itself cure mental illness. It 
could not; and it did not. But the least it did was to 
provide humane conditions in which spontaneous cures 
or remissions could take place. This is a clinical fact of 
which sociologists take little cognisance when they con- 
demn asylum doctors for the poor recovery rate of their 
patients. 

Again, it is because Scull is not a clinician that he 
makes the grave error of including in his “veritable 
paroxysm of inventiveness” with which psychiatry 
experimented (in the mid-20th century) a parcel of 
heterogeneous treatments ranging from “malarial [sic] 
therapy, metrazol-induced seizures, insulin comas, elec- 
troshock, lobotomy, and finally ataraxic drugs". Does 
he not know, for example, that the malaria treatment of 
general paralysis of the insane saved untold thousands 
from a wretched, lingering death; that electroconvulsive 
therapy has proved to be the method of alleviating, or 
curing, the terrible torment of depression? His snide 
remark that “ataraxic drugs, most notably Largactil .. 
was to be our culture’s magic potion against the ravages 
of schizophrenia" is in itself a declaration of profound 
ignorance of the psychopharmacological scene as it 
obtains today. i 

It comes as no surprise that Scull views the “asylum 
as an almost unmitigated disaster, a totally mistaken 
approach to the problems of managing the mad, and 
one that cannot too swiftly be consigned to the dustbin 
of history". It follows, almost as night the day, that Scull 
emerges as a staunch advocate of community care 
which, for those of us who have borne witness to the 
results of the ruthless closure of mental hospitals, flawed 
as they may be, regard as little more than a talismanic 
slogan. Let it be said that if we go on as we are, sacri- 
ficing the well-being of sick people for doctrinaire 
reasons, or for reasons of economic or political ex- 
pediency, then posterity will find us guilty of turning 
the wheel full circle, back, that is, to where we began at 
the end of the 18th century, which sociologists would 
appear to regard as the Golden Age for the mentally 
disordered. 
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As a footnote, :it could be added that Britain is not 
alone in reaping the bitter harvest of mental-health poli- 
cies which are anathema to the practising psychiatrists 
based in mental hospitals. In Italy, for instance, they 
have led to a new class of vagrants — the abandonati, and 
in the. USA, which is included in the remit of Scull’s 
book, the situation is not one jot better. Dr Alan A. 
Stone, Professor of Law and Psychiatry at Harvard, 
wrote 1n Law, Psychiatry and Morality (American 
Psychiatric Press, 1984): “Yet madness has not gone out 
of the world as was hoped, in fact, madness is more 
visible than ever before in this century. One can see 
chronic mental patients in the streets of every.major city 
in the United States.” 

Perhaps the sooner psychiatrists regain the high 
ground of research into psychiatric history lost to 
the sociologists and the like, the sooner will we have 
historians whose impartiality is unimpeachable 


Henry ROLLIN, Emeritus Consultant, Horton Hospital, 
Epsom 


Childhood and Human Nature. The Development of 
Personality. By SULA Worrr. London: Routledge. 
1989. 242 pp. £25.00 (hb), £9.95 (pb). 


This book by a leading child psychiatrist provides a 
clear and useful overview of child and adolescent devel- 
opment. The book is in three sections, the first of which 
covers the biological basis of personality development, 
intelligence, and achievement and temperament. Sec- 
tion 2 covers social, intellectual and emotional develop- 
ment, and the third section covers cultural issues and 
suggestions for safeguarding personality development. 

The book aims to inform about the general principles, 
scientific basis and practical impact of child develop- 
mental theories. The links between theory and practice 
are clear and commendable. The author also adds 
vignettes where appropriate from her own wide clinical 
experience and breathes life into what are often difficult 
areas of developmental science. This approach makes 
the'book easy; almost informal, to read, and it should 
appeal particularly to the student and young clinician 
from nursing, social work, psychology and medicine as 
well as psychiatrists in training. 

The easy style pervades a clear and coherent text. 
There are inevitable compromises on what to include 
and exclude, and this is not a text for the postgraduate 
interested in relationships between molecular genetics 
and human behaviour, nor the post-doctoral develop- 
mental scientist exploring evolutionary links between 
emotion and cognition. For undergraduate students 
and indeed for psychiatrists in training, however, this 
should become required reading. 


I. M. Goopyer, University Lecturer and Consultant in 
Child| Adolescent Psychiatry, University of Cambridge 
Clinical School 
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Behaviour Problems in Children. Orthodox and Paradox 
Therapy. By ROBERT WILKINS. Oxford: Hememann. 
1989. 148 pp. £12.95. 


Dr Wilkins’ book is not what child psychiatrists usually 
write; it is neither a reference volume nor a scholarly 
monograph. Instead, it is a book intended to be used by 
health visitors, nurses, school doctors, teachers, social 
workers, volunteers, and even parents, those front-line 
professionals and amateurs who manage children's 
behaviour and are expected to find solutions every day. 

The author approaches his reader from a genuine, 
unpretentious position, free from theoretical fanaticism 
Behaviourism is central, but well complemented by 
paradoxical approaches and references to rituals, while 
the risk of giving muddled messages 1s adroitly avoided. 
One would perhaps like to see some expansion into the 
newer, more cognitive techniques of ‘externalising the 
symptom’, and using literary means and narrative 
themes. Such approaches should suit the intended 
readership. 

The book’s purpose is served well by its style, which is 
clear, readable, enjoyable, free of jargon, optimistically 
anecdotal, even illustrated, yet never a ‘cookery guide’. 
My one criticism is about the packaging. A self-help 
book must reach a wide public, and in its present cover 
design I would not be attracted to pull it off a bookshop 
shelf. However, I intend to prescribe it to every health 
visitor and school nurse I may be happy enough to meet. 


Aris AMBELAS, Consultant Child Psychiatrist, 
Leicester Health Authority and Medical School, 
Leicester 


The Homeless Mentally IIl: A Task Force Report of the 

American Psychiatric Association. Edited by H. 

‘RICHARD LAMB. Washington, DC: The American 
Psychiatric Association 1984. 320 pp. £22.50 (hb). 


The American Psychiatric Association gave its 
appointed task force one year to produce this report and 
recommendations in the mid-1980s, a time when the 
homeless mentally ill were entering public and pro- 
fessional consciousness. Readers will be aware that the 
presence of large numbers of mentally ill people on the 
streets, sleeping rough or in large anonymous shelters, is 
not unrelated to the process of deinstitutionalisation 
started some 30 years ago. Indeed, as we are informed 
in the first chapter, which provides a comprehensive 
summary and recommendations, homelessness has his- 
torically reflected the interaction between the most 
vulnerable of the population and the scarcity or other- 
wise of resources. Topics in the further 13 chapters 
include a review of the literature, service delivery 
systems, and shelter and housing. Chapters on psychi- 
atric disorders and physical disorders associated with 
homelessness have little new to offer psychiatrists, but 
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when reading about the legal system and the homeless 
and an account of the politics of homelessness, the 
Atlantic seemed about a mile wide! 

The problems faced in America a few years ago are 
with us in the UK today, and this book skould make 
salutory reading for all those concerned with pro- 
grammes to close our large mental hospitals and set up 
community-based facilities in their place. The task force 
does not disagree with the concept of deinstitutional- 
isation but shows that where inadequately prepared 
patients are discharged into a poorly resourced com- 
munity, the consequences for individuals and society as 
a whole are disastrous. 

This book suffers from the common problem of multi- 
author texts, namely repetition. Some firmer editorial 
control would have made the text more readable but 
despite this defect and the fact that this book 1s now 
five years old, it remains one of the few comprehensive 
accounts of this subject. It is probably a bcok for psy- 
chiatric libraries rather than the individual purchaser, 
but nevertheless one that should be read. Despite the 
fact that most of the authors are doctors, the book is 
generally social rather than medical in orieatation and 
provides an easily understood account of this subject for 
professionals and, I hope, planners from all disciplines. 


Joe HERZBERG, Consultant Psychiatrist and Senior 
Lecturer, Guy's Hospital, London 


The Facilitating Environment: Clinical Applications of 
Winnicott's Theory. Edited by M. GERARD FROMM 
and BRUCE L. SurrH. Madison, Connecticut: Inter- 
national University Press. 1989. 637 pp. $65.00. 


“The paradox of frontiers is that they are never more 
present than when they are broken by an invasion", is 
a quotation from a French contribution written’ by 
Françoise Davoine to this excellent book. In fact, 
Winnicott was very fond of paradox as much as he was 
of play and playing. As formulated by one of the editors, 
the subtitle of the book could be considered a paradox 
itself, for Winnicott's theory cannot really be applied. 
However, what Winnicott represents 1s most helpful in 
arriving at a deep sense of recognition from within. 

The book is organised into four sections. The first 
contains a series of theoretical contributions that can 
be of help in placing Winnicott's ideas in the context 
of other ‘schools’. The other three sections each 
correspond to an important concept “Transitional 
Phenomena", "False Self Organisation" and “The 
Psychotherapeutic Holding Environment" All writing 
is of the highest standard. The patients described range 
from those with anorexia nervosa to those with schizo- 
phrenia. In the reviewer’s opinion, the most interesting 
chapters are ‘Normotic illness”, which is about the 
psychological problems of a. person wha is “abnor- 
mally normal", and "Photography as transitional 
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functioning". Of course, Lacan's presence in the French 
contribution is inevitable. Chapter 10, on "Potential 
space”, by Thomas Ogden, is supreme. 

Rather surprisingly, the final chapter is a paper by 
Winnicott himself, previously unpublished, entitled 
"Interpretation in psychoanalysis”. In this character- 
istically lucid and succinct manner, Winnicott sets out 
why in therapy interpretation of nearly everything,’ 
including non-verbal behaviour, is not always useful. Hc 
feels that in some dreams the proper work has already 
been done. In such cases the analyst should do no more 
than reflect back the material presented instead of giving 
"clever interpretation". Winnicott advised to accept 
dreams as creative art in their own right. Moreover, 
in Winnicott's view the timing of interpretation is an 
important as the interpretation itself. 

Winnicott wrote that he had a passionate wish “not to 
be found”. I enjoyed the book very much, particularly 
his vivid presence in it. This outstanding piece of work 
can be recommended. 


G. J. VAN DER PLOEG, Psychiatrist, Chief Admission Unit, 
Psychiatric Centre “Vogelenzang”, Bennebroek, 
The Netherlands 


Black Families in Crisis - The Middle Class. Edited by 
ALICE F. CONER-EDWARDS and JEANNE SPURLOCK. 
New York: Raven Press. 1989. 305 pp. $41.00. 


Transcultural psychiatry is increasingly being recog- 
nised as making a positive contribution to mental health 
services in Britain. As contributory factors to both the 
diagnosis and treatment of mental illness, the role of 
cultural factors and racism are becoming better under- 
stood. Black Families in Crisis — The Middle Class is a 
recent addition to the mainly US-based work which has 
been carried out in this field. 

This book relates to the American situation. Black 
refers mainly to people who share some genetic relation- 
ship to ancestors in Africa. The lifestyle and experiences 
of a significant number of such families in the USA have 
shifted towards middle-class status over the last 15 
years, and a series of economic upheavals and structural 
factors in the economy exacerbated by an epidemic of 
hard drugs has undermined the social infrastructure of 
some black families. This book focuses on some of their 
characteristic experiences, dynamics, accomplishments 
and problems. À clear identity with British black middle 
class does not exist, although there are a growing 
number of people from these communities who are 
making progress in their professional life and acquiring 
a measure of affluence. 

This book may be particularly relevant to those 
working with Áfro-Caribbean clients. However, since 
all minority ethnic groups share a common experience 
of racism and migration, some parallels can be drawn 
within Britain's entire multiracial population. 
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British transcultural psychiatry has on the whole 
tended to concentrate on the effects of migration, cul- 
ture, ethnicity, religion, and their implications for 
services. Black Families in Crisis broadens this approach 
by facing directly the impact of racism on people's 
lives. It goes further in identifying possible methods and 
solutions, sharing successful case studies and clinical 
cases. Multiple authors provide balance and variety in 
perspectives across six main areas. The first four sections 
are “The World of Work”, “Male/Female Relation- 
ships", "Parenting", and “Education Issues". Section 
five is on “Health and Llness”, addressing issues 
such as “Identification of responses to emotional 
stress", Psychological issues in sickle cell disease" and 
“The impact of substance abuse on the black middle 
class” — topics that are all of current interest to many 
professionals in Britain. 

Another area of current concern in British psychiatry 
is the lack of access to and efficacy of analytically 
orientated treatment for black people. The final section 
of this book looks at “Treatment”. In describing suc- 
cessful interventions, this section identifies the value 
of dynamic psychotherapy when the impact of racism 
and its resulting relationship between black and white 
people is taken about of, where the approach is more 
culturally sensitive, and where therapists are also black. 

Each chapter begins with an introduction and ends 
with a summary, conclusion, and references. The exten- 
sive use of case studies and quotations helps to make this 
book a valuable one, not only to practitioners but to the 
academic field as well as others interested in the subject. 
Those less familiar with psychological jargon may, 
however, not find it particularly easy reading. 


CAROL BAXTER, Freelance Writer, Researcher and 
Consultant 


The Neurobiology of Memory: Concepts, Findings, 
Trends. By YADIN DUDAI. Oxford: Oxford University 
Press. 1989. 352 pp. £18.00 (pb), £40.00 (hb). 


This textbook is a first-rate achievement. It is written for 
graduates and advanced undergraduates in neuro- 
sciences, and its key question is this: what are the identi- 
fiable physical changes that occur within organisms that 
enable them to adapt to their environments in the ways 
we describe as learning by experience? This question has 
generated a long history of speculation and, in recent 
decades, considerable scientific progress. Dudai gives a 
masterly state-of-the-art review, imparting an exciting 
feel for the detective work involved in fact-finding 
research, and steering clear of colourful but vapid 
conjectures. 

The book is divided into three main parts: firstly, the 
conceptual and experimental framework; secondly, 
windows to molecular and cellular mechanisms; and 


45] 


thirdly, windows to the architecture of memory systems 
In filling out these three parts, Dudai takes us on a tour 
of research tools and their uses in detecting physical 
mnemonic devices in a wide range of species, such as 
molluscs, drosophila, song birds, monkeys, and hu- 
mans. He reports findings about physical changes in 
molecules, cells, and the structure of complex nervous 
systems. He gives a great deal of detail and, at the same 
time, a grand evolutionary sweep. His book has a bibli- 
ography and index and is a richly informative reference 
source. In addition to the excellence of its content and 
expository style, it is attractively printed. 

In an epilogue, Dudai draws attention to two general 
findings. Firstly, living organisms embody a variety of 
memory mechanisms. Learning does not depend on one 
single master neurobiological device. At each level of 
phylogeny, there are adaptive advantages in developing 
and refining mnemonic capabilities; and evolution, in its 
opportunistic and eclectic way, exploits whatever mech- 
anism is available. Secondly, human beings are 
equipped with memory mechanisms of different kinds. 
"The assumption that different learning systems 
evolved under different phylogenetic pressures also ar- 
gues for the coexistence, especially in higher organisms, 
of radically different types of memory systems geared 
towards different goals. Multiple learning and memory 
mechanisms ensure greater data security and flexibility, 
and parallel mechanisms speed up the process." 


JAN M. L. HUNTER, Emeritus Professor of Psychology, 
University of Keele 


Addiction: Substance Abuse and Dependency. By 
NoRMAN IMLAH. Wilmslow: Sigma Press. 1989 
181 pp. £14.95. 


There is little in this book to commend it. It purports to 
be a “most up to date and comprehensive review of 
substance misuse". It is not that. Rather, it ıs a dated, 
poorly edited, idiosyncratic, undocumented text which 
constantly irritates. 

Itconsists of under 200 pages starting with promising- 
enough chapters on history and background, legisla- 
tion, personality and characteristics of the substance 
mususer, the range of substance misuse, and then 
chapters on the various pharmacological groups of 
misusable substances. But it finishes with a rag-bag of 
chapters on treatment, distribution and crime, drugs in 
society, leisure and sport, current policies in legislation, 
management and treatment (again), and finally pre- 
vention and education. The appendix on organisations 
providing advice, help and information includes the 
National Council on Alcoholism which was wound up 
in 1984. There is then a blank page (p. 174) which is 
presumably where the references should have started 
and then an index. 
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The author says in the preface (no page number) that 
his "objective is to be factual [but] it is inevitable that 
personal opinion based on experience colours my per- 
spective". Dead right it does, and to the exclusion of 
most else. Here are a few examples: “By the time they 
come for treatment there is the added problem: of the 
changes in the personality which all addictions induce, 
deceitfulness, poor hygiene, deterioration in ethical 
judgement ..." (p. 20); “There is general acceptance 
that heroin is the most destructive of all addictive 
drugs, and given a ready availability of all available 
drugs it is the drug that most addicts will eventually 
choose” (p. 40); “It is an absolute maxim that every 
alcoholic will play down the extent of the drinking and 
rationalise the physical and psychological consequences 
of their excessive drinking” (p. 76); “From a medical 
point of view there can be little argument. At best 
cannabis probably combines most of the dangers of 
alcohol and tobacco in equivalent amounts” (p. 94). 

The whole book is peppered with that kind of talk and 
because there are no references, the reader cannot find 
from where on earth the author acquired these views, 
some of which are only contentious, others simply 
wrong. He seems to have a particular prejudice about 
the personality types and disturbances of drug takers. 
Worse than that, this highly personal content is aided 
and abetted by shoddy editing, with inconsistencies in 
style. At times paragraphs in chapters are enumerated, 
at times they are not. Subheadings are sometimes in the 
wrong-sized print, the proper names sometimes are in 
capitals and sometimes are not (e.g. Mandrax, p. 67; 
Korsakow’s Psychosis, p. 77). 

So there we have it: a book by a notable longstanding 
advocate of the needs and service requirements of 
drinkers and other drug-takers which does neither him 
nor his patients any favours. This reviewer wishes that 
this book had not been published and would recom- 
mend instead more coherent and balanced books, 
including the College’s own reports Drugs Scenes and 
Alcohol, Our Favourite Drug. 


DOUGLAS CAMERON, Consultant Psychiatrist, 
Leicestershire Community Alcohol and Drugs Services 


Seasonal Affective Disorders and Phototherapy. Edited 
by NORMAN E. ROSENTHAL and Mary C. BLEHAR. 
New York: Guilford Press. 1989. 386 pp. $45.00. 


I took up this book- with a sense of expectation and 
finished it slightly disappointed. I had hoped for guid- 
ancein treating my depressed patients with light — surely 
a kinder alternative than drugs and ECT. Therapy, how- 
ever, was relegated to the concluding pages, much of the 
intervening space being devoted to a sustained advocacy 
of seasonal affective disorder (SAD). Now this is inter- 
esting, but hardly new: Hippocrates and Kraepelin 
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recognised a seasonal incidence for depression, and so 
do our major textbooks. Mania was mentioned, but 
only just. I had hoped for firmer guidance in respect of 
biochemistry, but even here opinions were divided, one 
chapter advocating a melatonin basis for SAD while 
another pushed serotonin. 

It struck me as strange that so little on SAD had 
appeared in the British literature. Strange, because 
Britain is so much more northerly than New York and 
Washington, where such cases seem to be common. But 
then there is disagreement on the incidence of SAD — on 
page 7 we are told that it is common, and in chapter 19 
that it is rare! I suppose such disagreement in a multi- 
author book is not altogether unexpected, and not all 
that unfortunate, given that there 1s no consensus on the 
pathophysiological basis of depression in general. This 
is sad, because accurate charting of nosology and classi- 
fication must precede precise identification of causes! 
This book tells us that SAD is a cyclical illness charac- 
terised by recurrent bouts of fall-winter depression and 
spring and summer euphoria. SAD patients typically 
fulfill diagnostic criteria for DS$M-III bipolar. II affec- 
tive disorder (which must make them slightly rare). 
Depressive symptoms are atypical- hypersomnia, 
weight gain, and bulimia. Despite this biological fla- 
vour, such patients are not ‘endogenous’. depressives (if 
not, what?), are normal suppressors of cortisol after 
dexamethasone, and are unlikely to have abnormality of 
the hypothalamic-pituitary-adrenal axis. 

Finally, what about bright light treatment? Double- 
blind trials are literally not feasible, since light has to 
strike the retina to work. However, it seems that the only 
comparative investigation in progress is with imipra- 
mine, and this is at too early a stage to permit any report- 
ing of results. Perhaps the authors should have waited a 
little longer? 


M. W. P. CARNEY, Consultant Psychiatrist, Northwick 
Park Hospital and Clinical Research Centre, Harrow, 
Middlesex 


Moments of Engagement. By PETER D. KRAMER. 
London: W. W. Norton & Co. 1989. 260 pp. £14.95. 


Through the description of telling moments in 
encounters with patients in a variety of situations and 
settings, Kramer captures the essence of contemporary 
psychiatric practice. But let no one think that this is just 
another boring presentation of dry detailed cases ac- 
companied by an equally dry analysis. This is one book 
that I found myself compelled to read at one sitting. 
The presentations are alive. Not only are we enabled 
to visualise the patients, but we are also drawn into the 
honest musings, fears, hopes, and professionalism of the 
doctor himself and his fascinating discussions with his 
supervisor. The cases link themselves not only to an 
exposition of theory but to his own life situation and 
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training. Theory'is linked with reality. He faces, at times 
with some anguish, the conflicts between medication 
and psychotherapy; orthodox boundaries and the 
instinctive human response; classical analysis and a 
changing culture; psychotherapy as a science and as an 
artform. . : 

Kramer does not present psychotherapy as an iso- 
lated treatment of.an emotional state, but as a holistic 
regard both for the individual and in terms of using the 
whole of.his professional and personal skills in the care 
of the patients. At the same time his honesty shines forth 
as he underlines his mistakes. In fact he goes further in 
saying that psychotherapy can be seen as a "symphony 
of error". He demonstrates how the errors of the thera- 
pist can. themselves be productive of growth in the 
patient. \ 

His examination of the very nature of psychotherapy 
and the problems that are posed in definition or research 
brings to light the major questions which need to be 
faced. So, too, his examination of the way in which the 
traditional analytical style calls for adaptation in the 
light of our present Western culture. : 

Kramer began his university training in the field of 
literature, which makes for good writing and easy read- 
ing. I would not say that this book 1s a must for every 
psychotherapist, but I am sorry for those who have not 
had the pleasure. 


Louis MaRTEAU, The Dympna Centre, London 
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Mind-Body Therapy: Methods of Ideodynamic Healing 
in Hypnosis. By ERNEsT Lawrence ROSSI and 
Davip B. Cusggk: London: W. W. Norton & Co. 1988. 
519 pp. £22.00/$38.00. 


This is a stimulating and provocative book. It has an 
interesting genesis. Dr Cheek 1s an obstetrician and 
gynaecologist and is a very experienced hypnotherapist. 
For most of his professional life he has used hypno- 
therapy in relationship to his obstetric and gynaecology 


.practice. Dr Rossi is a Jungian analyst and.a hypno- 


therapist with.an extensive knowledge of mind/brain/ 
body interaction at the physical level.,He had previously 
collaborated with, Milton. Erickson, particularly in 
the publication of his collected papers, and much of 
that work provides the theoretical background for Dr 
Cheek's clinical observations. 

The ideodynamic approach to hypnosis in the.title of 
the book refers to the use of a hand-held pendulum or of 
finger movement whereby a ‘yes’ or ‘no’ can be signalled 
in response to questions or statements by the therapist. 
The subject is initidlly made to practise so that he is 
consciously familiar with the signalling system and 
thereafter the authors postulate that the response could 
be unconsciously produced, thus giving ready access to 
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suppressed material. They are sufficiently open minded 
to suggest that at the very least it may provide a system 
whereby the subject can indicate difficult areas in a non- 
verbal, less threatening fashion. There are many clinical 
examples in which using what the authors call the 
“twenty questions” approach they have been able to 
obtain valuable material with a subsequent therapeutic 
response by the subject. The authors emphasise the 
importance of state-dependent memory and the easier 
access to such memories by this method which also 
recreates the state of mind in which the experience was 
first registered. They make a brave attempt to produce 
an integrated hypothesis of mind, brain and bodily func- 
tion. They conceptualise mind and consciousness in 
terms of the integration of equivalent but different 
modalities of experience. The protean manifestations of 
neuropeptide receptors which seem to be comparable 
both in brain and body provide another model for 
integration and they give examples of chains whereby 
mental events may finally result in the modification of 
gene action at the cellular level. 

The volume is rich in clinical examples of interaction 
of mind and body and a particular point is made of the 
influence of the medical team on a patient’s mental state 
for better or for worse, not only in the normal inter- 
action but when a patient is anaesthetised Dr Cheek 
emerges from these pages as a wonderfully humane and 
holistic surgeon. TE 

The weakness of the book is that there 1s no con- 
ventional clinical scientific study by the authors. The 
theoretical infrastructure is brilliantly presented but has 
not been applied in any critical experimental fashion. 
The authors do suggest 64 research projects that could 
be carried out but this is not the same as having done 
them. Nevertheless I can thoroughly recommend this 
volume for its theoretically valuable ‘brain-storming’ 
approach to psychosomatic interaction and for its very 
considerable clinical wisdom. 


O. W. HILL, Consultant Psychiatrist, Department of 
Psychiatry, St Luke’s- Woodside Hospital, London 


The Management of Anxiety: A Manual for Therapists. 


By DIANA KEABLE. London: Churchill Livingstone. 
` 1989. 256 pp. £9.95. 


Ata time when the use of minor tranqullisers is waning 
in popularity, the demand for non-pharmaceutical 
methods of management of anxiety and stress is pro- 
liferating. This is reflected in the ever-growing literature 
and in the number and variety of people who offer such 
help. Whether there is an actual increase in such prob- 
lems is perhaps doubtful, but the idea of self-control of 
symptoms has certainly caught on. The author 1s an 
occupational therapist, which typifies the trend of 
psychological treatments being extensively applied by 
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professionals with little background in psychology. This 
is not to criticise the author, who shows a good grasp of 
psychological concepts, but merely to reflect that people 
of widely differing training seem to be converging on 
psychological therapy as a personally rewarding work- 
ing role. It is a pity that in this country we “ack a career 
structure and organised approach to training to better 
harness such valuable resources within the NHS. 
Keable's book generally lives up to its aim of being a 
manual, although a full third of the book is taken up 
with theories of anxiety, perhaps indicative of the ques- 
tioning and rigorous approach of the author. There fol- 
low chapters on relaxation techniques and an anxiety 
management programme. The former offers a much 
wider selection than the standard Jacobsen fare. 
Anxiety management is presented in the form of a typi- 
cal eight-session course, substantially designed along 
cognitive-behavioural lines. The course or “regime” em- 
phasises three main components: education, skills 
rehearsal, and action. For those who like the off-the- 
shelf approach, also included are the “client packs”, 
containing all the training material to accompany each 
session. The remaining chapters supplement the “pack- 
age” approach by elaborating on further therapeutic 
activities and common problems. The final chapter, on 
the importance of evaluation, reads like a lecture on 
scientific method, with even a section on how to publish! 
For my money, the book was rather lengthy and repe- 
titious and could have been condensed to half its size. 
Nevertheless, for those who want to know how to run a 
systematic, didactic course on the psychological man- 
agement of anxiety, it should prove a valuable resource. 


Eric BUTTON, Lecturer in Clinical Psychology, 
Dept of Psychiatry, University of Southampton 


New Foundations for Psychoanalysis. By JEAN 
LAPLANCHE (originally published as Nouveaux fonde- 
ments pour la psychoanalyse, Presses Universitaires de 
France, 1987), translated by Davo Macey. Oxford: 
Basil Blackwell. 1989. 176 pp. £7.95 (pb), £25 (hb). 


One picks up a book by a French analyst with a sense of 
foreboding. The word play, the obscure references, the 
intellectualism, the apparently deliberate obfuscation, 
and the remonstrations with the dull reader are all too 
vividly in one's mind from Lacanian and post-Lacanian 
texts. 

The language of this book does nothing at first to 
dispel this expectation of seeing the emperor without 
any clothes. That the translator and proof-reader are as 
much responsible as the author is not immediately 
apparent. It takes a while to realise that phrases like 
“There is also another more nuanced epistemological 
text" (p. 5) gain something of their obscurity from the 
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importation of a Gallicism into English, and not only 
from a primary failure in the intent to communicate. 
Not that Laplanche is immune to the narcotic effect of 
semiology and he even embarks on a formula or 
‘schema’ to show “how one signified-signifier pair is 
subjected to the metabolising action of a pair of signi- 
fiers ...” (p. 131) and how “with the passage of time, 
one signifier replaces another: S1 was once a Greek or 
Sanskrit signifier, but no one now knows, even uncon- 
sciously, what it was". These are, of course, quotations 
out of context, although the reader would search in 
vain for an explanatory context of the reference to 
Greek or Sanskrit in the last one. My irritation with 
them is also probably an expression of what Laplanche 
calls "English empirio-clinicalism", a term that meta- 
morphoses in the next sentence to the “imperialism of 
so-called clinicalism". We are all emperors, it seems. 

Let not the language put you off, those of you who are 
clinical imperialists/empiricists. This is a remarkable 
and, I think, important book in which Laplanche identi- 
fies with great clarity many of the curious weaknessesin ` 
psychoanalytic thought which long familiarity with it 
often obscures. It is based on a course of lectures in 
which Laplanche reanalyses the Freudian text, seeking 
to shake traditional interpretations and, like Lacan 
before him, to put psychoanalysis on new foundations. 
He adheres closely to Freud’s own writings, referring 
especially to the recently published correspondence with 
Fleiss, but preserves a critical consciousness which 
leads, as he promises, to new and radical conclusions. 

These are some of them. Psychoanalysis, Laplanche 
asserts, becomes meaningless if it is said to concern a 
myth which people have about themselves, but it over- 
sells itself if it tries to account for every aspect of human 
behaviour. Its proper concern is sexuality, its develop- 
ment, and its vicissitudes in relationship. Sexuality is so 
important because it shores up self-preservation and 
self-preservative activities: Laplanche uses the image of 
concrete being injected into the foundations of a build- 
ing to underpin it as it is extended. Sexual development 
is commonly compromised because of seduction, as 
Freud originally supposed, but not necessarily because 
of a physical act of seduction — he is rather airily dismis- 
sive of Masson at this point — but the seductive effect of 
language which is saturated with sexuality and desire: 
evidence that psychoanalysis is only applicable to those 
cultures which are as sexualised as Western cultures 
have been in the 20th century? 

If you find these ideas, which are but a selection of 
those on offer, as exciting as I did, then this book is for 
you. You will have to fight your way through some hard 
thickets of words, but it will be worth it. You can always 
amuse yourself with the irony that the greater the intel- 


lectual commitment to the study of communication, the _ 


worse that actual communication seems to become. 


DIGBY TANTAM, Senior Lecturer m Psychiatry, 
University of Manchester 
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The Wernicke-Korsakoff Syndrome and Related Neuro- 
logical Disorders Due to Alcoholism and Malnutrition 
(2nd edn). M. Victor, R. D. ADAMs and G. COLLINS. 
1. Philadelphia: F. A. Davis Co. 1989. 231 pp. $55.00. 


Lis 18 years since the publication of the first edition of 
his monograph which was a landmark for the under- 
nari of Wernicke-Korsakoffs syndrome, and 
ntributed greatly both to the controversy but also to 
_ the knowledge about amnestic syndromes. The major 
pathological findings reported in-the first edition were 
from 82 post-mortem examinations in which symmetri- 
cally placed lesions were found in the paraventricular 
parts of the medial dorsal nuclei, anterior medial nuclei, 
and pulvinar of the thalamus, the mamillary bodies, the 
periaqueductal region, the floor of the fourth ventricle,. 
particularly in the region of the dorsal motor nucle: of 
the vagus and vestibular nuclei, and the anterior lobe of 
the cerebellum, particularly the vermis. The lesions in 
the diencephalon, especially the medial dorsal nuclei, 
r-were thought to be related to the amnestic deficit, and 
jthey raised the crucial issue that lesions of the mamillary 
‘bodies were probably not critical to memory function, 
| as patients were described with such lesions who had no 
| memory disorder. 
In this new edition, an “equally large number" of 
! additional patients has been studied, including a large 
number of non-alcoholic patients. A difficulty is dis- 
covering how many additional cases have been included, 
and the tables of patient data given in the chapters on 
clinical findings and course of the illness are exactly 
the same in both editions. The pathological findings, 
1 so important in these studies, also are given only on 
*the orginal 82 patients and not surprisingly their 
_ conclusions do not differ from those originally stated. 
.| Itis after 130 pages that one begins to notice differ- 
: [ences between the two editions. There is a new chapter 
„devoted to the relationship between the Wernicke- 
| Korsakoff syndrome and alcoholic dementia, the con- 
clusion of which is that the majority of patients who 
receive a diagnosis of primary alcoholic dementia show 
| lesions of the central nervous system similar to those of 
the Wernicke-K orsakoff syndrome, the clinical features 
| of which had not been recognised during life. The 
chapter of the role of thiamine and other vitamin B 
deficiencies in diseases of the nervous system has been 
expanded and updated, and the possibility that the 
pathogenesis of the syndrome involves an'interplay 
between genetic and environmental factors is discussed 
emphasising a possible constitutional abnormality of 
| transketolase activity in susceptible patients. 
, Finally, achapter on the theoretical significance of the 
Korsakoff amnestic state has been added. Here their 
;, View that the amnestic state may be purely diencephalic 
| inoriginis argued. 
. This new edition is to be seen more as a restatement of 
! the authors’ original contentions, supported by further- 
evidence, but it does not derive from an extended series 
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of the authors' own cases, as one originally might 
suppose from their preface. There 1s nonetheless much 
in this book to recommend it for those interested in 
the effects of alcohol on the brain in general, and for 
devotees of the Wernicke-Korsakoff syndrome it is a 
necessary addition to their library. 


MICHAEL R. TRIMBLE, Consultant Physician in 
Psychological Medicine and Raymond Way Senior 
Lecturer in Behavioural Neurology, The National 
Hospitals for Nervous Diseases, Queen Square, London 


Psychological Therapy for Patients with Cancer: A New 
Approach. By STIRLING MooREY and STEVEN GREER 
Oxford: Heinemann Medical Books. 1989. 233 pp. 
£14.95: 


There has been little systematic evaluation of the 
management of the psychological morbidity associated 
with cancer. Clanfying the diagnostic criteria for 
pathological mood states associated with physical ill- 
ness and a better understanding of their natural history 
would provide the basis for a rational approach to 
intervention. 

The effectiveness of psychosocial interventions 
remains unproven. Cognitive therapy appears promis- 
ing, however, and this book provides a clear and 
comprehensive description of its application to cancer- 
related psychosocial morbidity. The approach rep- 
resents a modification of Beck’s cognitive therapy 
and the authors have called 1t adjuvant psychological 
therapy (APT). The book 1s detailed and practical in its 
exposition and much enhanced by its clinical examples. 
It highlights the importance of communication prob- 
lems that arise between patients with cancer and 
their partners and families, and provides a pragmatic 
approach to the management of these issues, advocating 
the involvement‘of partners in therapy. It has a particu- 
larly good chapter on the psychological management of 
patients with advanced cancer which addresses the com- 
plexities of providing effective support in the face of 
impending death. 

As the authors suggest, APT in its pure form may not 
be appropriate for the whole spectrum of cancer-related 
psychological disorder. Those with transient disturb- 
ance may not want or need such an intense and formal 
approach. For them crisis-intervention strategies may 
be more suitable. The risk factors for moderate and 
severe disorder appear to include previous psychiatric 
history and pre-existing marital problems. This sup- 
ports the clinical umpression that a substantial pro- 
portion of cancer patients with psychological morbidity 
also have longstanding difficulties coping with other 
vicissitudes of life. For them a therapy which deals with 
more than just cancer-related problems might be useful, 
perhaps one in which cognitive methods are integrated 
with a psychodynamic approach. For severe depressive 
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disorders, antidepressant drugs appear to be useful, 
and the few studies that have been done demonstrate 
their benefit in affective disturbances associated with 
malignant disease and other serious physical illnesses. 

The authors outline the theoretical basis of their APT 
and its commitment to engendering a fignting spirit ın 
patients. They identify five adjustment styles: fighting 
spirit, denial, stoic acceptance, hopelessress and help- 
lessness, and anxious preoccupation. This seems an over 
simplification of the clinical reality and largely ignores 
the systematic work of researchers such as Lazarus and 
Pearlin and Schooler, which suggests that coping with a 
threat such as cancer is a process incorporating many 
dimensions. . 

As Professor McElwain observes in his foreword, this 
book is very much a description of work in progress. 
The outcome of the evaluation of APT being under- 
taken at the Royal Marsden Hospital is awaited. In 
the meantime it offers a useful guide to interested 
health professionals concerned with the management of 
patients with cancer. 


AMANDA RAMIREZ, Lecturer in Psychosocial Oncology, 
Department of Psychiatry and Imperial Cancer Research 
Fund Clinical Oncology Unit, Guy's Hospital, London 


A Textbook of Psychological Medicine (2nd edn). By 
BRIAN O’SHEA and JANE FaLvey. Dublin: Eastern 
Health Board. 1988. 429 pp. £12.50. 


This book claims to be the first textbook of psychiatry to 
be written and published in Ireland and I suspect it 1s the 
first textbook to be published by a health authority, in 
this case the Eastern Health Board of the Irish Republic. 
Onginally published in 1985, this is a revised and 
extended second edition. 

It consists of three sections: "Foundations of 
Psychiatry", "Clinical Disorders"; ard "Aspects of 
Management". Part I includes chapters on historical 
evolution, the elicitation, description and nosology of 
psychiatric symptoms and disorders, major legislation, 
measures and scales, the EEG and sleep disorders, and 
psychoanalysis. Part II contains chapters on normal and 
abnormal grief, mind-body illness and transcultural 
psychiatry, forensic psychiatry, mental subnormality, 
child psychiatry, and psychogeriatrics and community 
care, in addition to the usual clinical syndromes. Part III 
covers psychotherapy, electroconvulsive therapy and 
other physical treatments, lithium and various drugs. 
Each chapter is fully referenced and a list of rec- 
ommended further reading is provided. The volume 18 
completed by two appendices, a glossary of psychiatric 
terms and some comparative international statistics on 
patterns of suicide, and an index. 

The text is certainly comprehensive if not, at times, 
overinclusive. Indeed, the reader is in danger of being 
submerged by a veritable cascade of information. The 
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authors also show a predilection for ‘folksy’ epithets 
such as **old maid’s psychosis” (erotomania) and “black 
patch psychosis” (psychosis after eye operations) and 
display what I take to be culture-specific whimsy, as in 
the comment: “The belief in the Blessed Trinity is not a 
Frégoli-type delusion.” - 

There are some factual errors, for example, from the 
dates given Dorothea L. Dix appears to have taken up 
her interest in psychiatry at'the age of 7 and Thomas 
Sydenham lived in the 17th, not the 19th century. 
Depersonalisation is not the same as “delusional air" 
(presumably delusional mood). 

Despite these criticisms I enjoyed reading this 
book, principally for the authors’ evident all-pervading 
enthusiasm. It is aimed primarily at the psychiatric 
trainee, for whom it is a useful introduction. It is also 
recommended for undergraduates and nurses but they 
might find it somewhat overwhelming. 

I hesitate to recommend less information and more 
organisation in the next edition as this is sure to make it 
Just like all those boring English textbooks. 


KENNETH Davison, Consultant Psychiatrist, 
General Hospital, Newcastle upon Tyne 


Dictionary of Behavioural Science (2nd edn). Compiled 
and edited by BENJAMIN WOLMAN. London: Academic' 
Press, Inc. 1989. 370 pp. £39.95. 


I enjoy encyclopedias and dictionaries, but I did not . 
enjoy this dictionary very much. On the face of it, 
it should be outstanding: it covers all fields of the 
behavioural sciences, defines more than 20 000 terms, 
and contributors to the first edition include highly dis- 
tinguished names in psychology, psychiatry and related 
fields. The problem with the second edition may be that 
no one person, however learned, can select and edit from 
such a vast field. In areas with which I am the most 
familiar there are inaccuracies, and out-of-date con- 
cepts (e.g. “‘feeble-mindedness”; insulin shock therapy). 
There are literally dozens of graeco-latin neologisms 
(e.g. febriphobia, fear of fever; peniaphobia, morbid 
fear of becoming poor); also there are items one cannot 
conceive of as being of interest to anyone (e.g. Diana 
complex, repressed desire of a female to be a male). I 
cannot think why some items were included (e.g. pellet, 
phrenitis, pylorus). Biographical sketches are interesting 
but hardly the stuff of a.dictionary. 

Successful of its type- the blurb refers to it as the 
standard reference — in the UK undergraduates would 
be unlikely to use it and post-graduates need more 
detail. Precious departmental library allowances could 
be better spent. 


SIDNEY CROWN, Consultant Psychiatrist, 
The London Hospital, El 
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Health and Behaviour: Selected Perspectives. Edited 
by Davi HAMBURG and NORMAN SARTORIUS. 
Cambridge: Cambridge University Press. 1989. 
225 pp. £30.00. 


The oxymoron ‘biobehavioural’ is used to describe 
the field of these review essays by a distinguished 
international panel of scientists. Nine chapters, each 
covering large areas of academic study; seek to show 
how health and behaviour are related. Some of the 
contributions are concerned with aetiology and some 
with use of health services. Most are concerned with 
mental health, but there are also reviews of how eating 
behaviour and migration affect health. 

In 1982, Professor Hamburg coedited a book with the 
same main title which was published by the US National 
Academy of Sciences. The essays in the present collec- 

ion are thus subtitled "selected perspectives" and are 
rought together because, the editors say, they "have 
_eceived insufficient attention in recent years”. The 
‘editors are, respectively, President of the Carnegie 
Corporation of New York, and Director of the Division 
of Mental Health at the World Health Organization 
(WHO), and it is clear that they can call on the best 
scientific advice. The papers are meticulously written — 
one chapter has 17 pages of references alone. 

But how will this book be used? Given its title, a 
student seeking Professor Graham’s excellent chapter 
“Children in danger" would be unlikely to look for it in 
this book; and a computer literature search would not 
register that the book contained Professor Wach’s 
review of psychosocial environment and competence in 
children. And who does the volume address? With the 
imprimatur of the WHO, it should seek to be global, yet 
only one chapter, by Professor Banerji, is written from 
a developing country, and his contribution is an indict- 
ment of Western medical colonialism. In a world per- 
spective, he suggests, the WHO’s own book Health by 
the People tells us more about creating health through 
behaviour than the academic niceties of ‘biobehavioural 
science’ j 


MARK MCCARTHY, Senior Lecturer n Community 
Medicine, University College London 


Psychiatric Prevention and the Family Life Cycle. By 
GAP (GROUP FOR THE ADVANCEMENT OF PSYCHIATRY) 
COMMITTEE ON PREVENTATIVE PSYCHIATRY. New 
York: Bruner/Mazel Publishers. 1989. 190 pp. $20.00. 


| A 14-year-old girl starves herself for two years after 

being sexually abused until she is “below wasting’ in 
. weight. Her teachers, middle-class family and general 
practitioner (GP) (like 96% of GPs according to a recent 
study) see her at 64 stones but do not respond in an 
effective way. 

As is the case of so many psychiatrically disturbed 
people, the family psychic structure involves massive 
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denial of painful, intense loving and hating feelings. For 
this reason this professional family does not approach 
the GP or a psychiatrist for help when the girl fails 
her second GP appointment Who will assume some 
responsibility for the girl's slow, silent suicide? 

This book addresses a crucial issue. How can we 
alert front-line workers like teachers and child-minders, 
colleagues and youth leaders, to help them take more 
responsibility for noticing unvoiced distress signals 
emanating from withdrawn faces, frequent bodily com- 
plaints, isolating behaviour, frequent absences from 
work or school, low performance, a hint of substance 
abuse? Those people in daily contact with at-risk 
children or adults are the people most likely to enable 
preventive psychiatry to function effectively. 

-This book elucidates family issues about power and 
dependence, love and hate, about the wish to take care 


'of and the wish to hurt, feelings which are bound up 


with sex, birth and death. A detailed case history at the 
beginning of each chapter introduces the potential 
psychological risks at each stage of the family hfe cycle. 
This is followed by a discussion of ways to assess family 
functioning and intervene to reduce the risk of ongoing 
psychiatric problems. In the USA 15% of the popu- 
lation have mental illness and 30 000 suicides occur in 
one year. One asset of the book is the bibliographies and 
lists of successful, cost-effective US programmes. They 
are an asset for any planning or training body 

What is missing from this book is a language convey- 
ing emotional complexity and a truly *family systems 


‘approach’ for assessing breakdown of the family life 


cycle. In order to assess such family issues as leadership, 
boundaries, emotional climate, communication, the 
establishment and accomplishment of goals through the 
life cycle, a new system of approaching the individual 
*symptom' would need to occur. It is not sufficient to 
meet only mother and child and discuss a recurring 
physical symptom. the family process needs to be 
assessed. If ‘the family approach’ were truly to be 
addressed, teachers, GPs, psychiatrists and health 
visitors would be meeting with the marital partners to 
discover what might be influencing an isolated problem 
such as weight loss, abdominal pain, non-attendance at 
work or school. 

If I were to choose a textbook for psychiatry students 
I would recommend Secrets in the Family by Pincus & 
Dare (1978) and Closely Observed Infants by Rustin et al 
(1989) to help people observe and think about family 
interaction around life-cycle events. Then I would have 
them observe ‘normal’ families at different life-cycle 
stages for one hour, report their observations and 
discuss how they might have intervened if necessary 
(a method used in some major Italian medical and 
psychiatry programmes). 


JEANNE MAGAGNA, Principal Child Psychotherapist, 
Department of Psychological Medicine, Hospital for 
Sick Children, Great Ormond Street, London WC1 
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